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 “Todo conhecimento inicia-se 
na imaginação, no sonho; só depois 
desce à realidade material e terrena por 
meio da lógica.” 
 
Albert Einstein 
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     “Dedicação é a capacidade de se entregar à 
realização de um objetivo. 
Não conheço ninguém que conseguiu realizar 
seu sonho, sem sacrificar feriados e domingos 
pelo menos uma centena de vezes. 
 O sucesso é construído à noite!  
Durante o dia você faz o que todos fazem.  
Mas, para obter resultado diferente da maioria, 
você tem que ser especial.  
                                                          Se fizer igual a todo mundo, obterá os 
mesmos resultados.  
                      Se você quiser atingir uma meta especial, 
terá que estudar no horário em que os outros estão 
tomando chope com batatas fritas.  
Terá de planejar, enquanto os outros 
permanecem à frente da televisão.  
                                             Terá de trabalhar enquanto os outros 
tomam sol à beira da piscina.  
            A realização de um sonho depende de dedicação.  
                                                    Há muita gente que espera que o sonho 
se realize por mágica.  
Mas toda mágica é ilusão.  
A ilusão não tira ninguém de onde está.  
Ilusão é combustível de perdedores. 
                   Quem quer fazer alguma coisa, encontra um meio.                                                                                       
Quem não quer fazer nada, encontra uma desculpa.” 
 
 
                                                    (Roberto Shinyashiki, psiquiatra, escritor e conferencista) 
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RESUMO 
 
 Atualmente, o interesse pela qualidade de vida e saúde bucal em crianças 
vem aumentando, já que as desordens orais provavelmente apresentam efeito negativo na 
qualidade de vida das mesmas. Um tema que vem recebendo grande destaque é a 
comparação entre os relatos de qualidade de vida relacionada à saúde bucal originários das 
crianças e dos pais. Assim, três revisões sistemáticas foram desenvolvidas neste trabalho 
com o objetivo de revisar a literatura em informações válidas e consistentes provenientes 
das crianças e pais considerando a qualidade de vida relacionada à saúde bucal em crianças, 
e identificar o padrão de concordância/discordância entre ambos. O levantamento 
bibliográfico, de 1985 a 2007, foi feito nas bases de dados Medline, ISI, Lilacs e Scielo. 
Dois pesquisadores realizaram a busca individualmente e selecionaram os artigos que 
utilizaram instrumentos validados, com medidas quantitativas de saúde bucal da criança e 
direcionados às percepções das crianças e dos pais sobre qualidade de vida relacionada à 
saúde bucal em crianças. Na primeira revisão foram encontrados 89 artigos  e selecionados 
treze, os quais demonstraram validade construtiva adequada. Entretanto, o auto-
entendimento da criança em relação à saúde bucal e ao bem-estar foi afetado pelas 
variáveis: idade, gênero, raça, educação, cultura, experiências relacionadas às condições 
bucais e à idade, oportunidade de tratamento, estágio de desenvolvimento, adaptação 
cultural dos questionários e auto-percepção da necessidade de tratamento. Doze artigos de 
402 inicialmente identificados foram incluídos na segunda revisão. Os resultados 
demonstraram que as relações entre qualidade de vida e saúde bucal em crianças não são 
diretas, mas mediadas por variáveis pessoais, sociais e ambientais, assim como pelo 
desenvolvimento da criança, o qual influencia a compreensão da relação entre saúde, 
doença e qualidade de vida. Na terceira revisão, dos 87 artigos que foram criticamente 
avaliados, cinco estudos foram selecionados, os quais demonstraram que as crianças e os 
pais não apresentam necessariamente as mesmas percepções sobre a qualidade de vida 
relacionada à saúde bucal. Embora o relato dos pais seja incompleto, devido ao 
desconhecimento sobre algumas experiências da criança, informações úteis podem ser 
obtidas. Estas revisões sistemáticas foram relevantes não somente para identificar, revisar e 
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avaliar os estudos prévios sobre a qualidade de vida relacionada à saúde bucal em crianças, 
mas principalmente para o início de uma série de pesquisas nas populações de crianças e 
pais brasileiros neste contexto. Sendo assim, dois estudos transversais foram realizados. No 
primeiro estudo realizou-se a tradução dos questionários Child Perceptions Questionnaires 
(CPQ8-10 e CPQ11-14) para língua portuguesa, as respectivas adaptações culturais (n=80) e a 
verificação da validade (n=210) e confiabilidade (n=40). Os resultados demonstraram que 
ambos os questionários são válidos e confiáveis para uso na população de crianças 
brasileiras, embora a validade discriminativa tenha sido esporádica, inconsistente ou 
inexistente. O segundo estudo consistiu da tradução do questionário Parental Perceptions 
Questionnaire (PPQ) para a língua portuguesa e as adaptações culturais necessárias (n=20), 
além da avaliação da respectiva validade (n=210), confiabilidade (n=20) e concordância 
entre os relatos da criança e dos pais (210 pares de crianças e pais) sobre a qualidade de 
vida relacionada à saúde bucal das crianças. Os resultados demonstraram que a versão 
brasileira do PPQ apresentou propriedades psicométricas adequadas. Alguns pais 
apresentaram conhecimento limitado sobre a qualidade de vida relacionada à saúde bucal 
das crianças. Considerando que as percepções dos pais e das crianças mensuram percepções 
diferentes da mesma realidade, informações provenientes desses podem ser complementos 
na avaliação da criança.  
 
Palavras-chaves: criança, pais, saúde bucal, qualidade de vida, tradução, validade, 
confiabilidade dos resultados 
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ABSTRACT 
 
More recently, there has been increasing interest in the oral health-related 
quality of life (OHRQoL) of children, since pediatric oral disorders are likely to have a 
negative effect on the child quality of life (QoL). One issue that receives a great deal of 
attention is the comparison of the measurement of children OHRQoL reports with those of 
their parents. In this way, three systematic reviews were carried out to review the literature 
on valid and reliable informations from children and parents concerning child OHRQoL, 
and to identify the pattern of agreement/disagreement between their reports. The literature 
was searched using Medline, ISI, Lilacs and Scielo, from 1985-2007. Two researchers 
independently checked and then selected only articles that used well-validated instruments, 
provided quantitative measurements of child clinical oral health status, and presented 
children and parental perceptions of child OHRQoL. In the first systematic review, from 89 
records found, thirteen fulfilled the criteria. All selected studies suggested good construct 
validity. However, child understanding of oral health and well-being are affected by age, 
age-related experiences, gender, race, education, culture, experiences related to oral 
conditions, opportunities for treatment, childhood period of changes, back-translating 
questionnaire and child self-perceived treatment need. Twelve of 402 articles originally 
identified were included in the second systematic review. The results showed that the 
relationships between clinical oral health status and QoL in children were not direct, but 
mediated by a variety of personal, social and environmental variables, as well as by the 
child development, which have influence on the comprehension about the relationship 
among health, illness and QoL. In the third one, out of 87 articles that were critically 
assessed, five studies were selected, which showed that children and parents do not 
necessarily share similar views about child OHRQoL. Although the parental reports may be 
incomplete due to lack of knowledge about certain experiences, they still provide useful 
information. These systematic reviews were important not only to identify, to review and to 
assess the literature findings on child OHRQoL, but principally to start a series of 
researches on Brazilian child and parent populations concerning child OHRQoL. In this 
way, two cross-sectional studies were conducted. The first one translated the Child 
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Perceptions Questionnaires (CPQ8-10 and CPQ11-14) into Portuguese language, made the 
necessary cultural adaptations (n=80) and evaluated their validity (n=210) and reliability 
(n=40). The results showed that both questionnaires were valid and reliable for use in 
Brazilian child population, although discriminant validity had been sporadic, inconsistent or 
non-existent. The second study translated the Parental Perceptions Questionnaire (PPQ) 
into Portuguese, made the necessary cultural adaptations (n=20), tested its validity (n=210) 
and reliability (n=20) and evaluated the concordance between parent and child reports (210 
pairs of parents and children) concerning child OHRQoL. The results showed that the 
Portuguese version of PPQ had good psychometric properties. Some parents have limited 
knowledge about child’ OHRQoL. Given that parental and child reports are measuring 
different perceptions of the same reality, information provided by parents can complement 
the child’ evaluation. 
 
Key words: child, parents, oral health, quality of life, translations, validity, reliability 
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INTRODUÇÃO 
 
Observa-se atualmente aumento na freqüência das avaliações de qualidade de 
vida relacionada à saúde bucal (Oral health-related quality of life – OHRQoL). Estas 
avaliações mensuram os impactos funcionais e psicossociais das doenças bucais e são 
direcionadas a suplementarem os indicadores clínicos, proporcionando quantificação 
compreensiva da saúde bucal dos indivíduos e da população.  
Neste contexto, as crianças também devem ser consideradas, devido ao grande 
número de desordens orais que as acometem e que provavelmente comprometem o 
funcionamento, o bem-estar e a qualidade de vida (Surgeon General’s Report, 2000). As 
desordens orais variam desde condições comuns como cárie dentária e maloclusão (Kok et 
al., 2004; Gherunpong et al., 2004b; Foster Page et al., 2005; Robinson et al., 2005; Wong 
et al., 2006; Broder & Wilson-Genderson, 2007; Mtaya et al., 2007) até condições 
relativamente incomuns como disfunções temporomandibulares (Palermo, 2000) e fissuras 
labiais e/ou palatinas (Locker et al., 2005; Broder & Wilson-Genderson, 2007). 
Muitos estudos utilizam os pais ou responsáveis como informantes da qualidade 
de vida relacionada à saúde bucal em crianças, devido à dificuldade na obtenção de dados 
válidos e consistentes a partir destas. Esta limitação se deve à complexidade conceitual e 
metodológica envolvidas na construção da auto-avaliação dos indicadores de saúde bucal 
em crianças (Theunissen et al., 1998). Entretanto, estudos atuais demonstram que com a 
utilização de instrumentos apropriados se torna possível a obtenção de relatos válidos e 
consistentes da qualidade de vida relacionada à saúde bucal (Gherunpong et al., 2004a; 
Broder et al., 2007).  Estes instrumentos ajustam-se aos conceitos contemporâneos de saúde 
infantil e direcionam-se às crianças em diferentes estágios de desenvolvimento com 
condições orais variadas.  
A avaliação da percepção dos pais em relação à saúde bucal relacionada ao 
bem-estar da criança também é importante, pois são os principais responsáveis pela saúde 
da mesma. No entanto, estudos que avaliaram a concordância entre as percepções das 
crianças e dos responsáveis ainda mostram resultados inconclusivos. Enquanto alguns 
estudos demonstraram boa concordância entre pais e filhos (Johal et al., 2007; Wilson-
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Genderson et al., 2007), outros encontraram baixa concordância (Locker, 2007; Zhang et 
al., 2007). Além disso, a literatura sugere que os pais apresentam conhecimento limitado da 
qualidade de vida relacionada à saúde bucal (Johal et al., 2007). Outros estudos indicam 
que a percepção dos pais não representa a realidade vivida pela criança (Locker et al., 
2002), entretanto, essa percepção pode complementar a avaliação da percepção pela criança 
(Wilson-Genderson et al., 2007; Zhang et al., 2007).   
Assim, um grupo de questionários denominado Child Oral Health Quality of 
Life Questionnaires (COHQoL) foi desenvolvido por pesquisadores canadenses com o 
objetivo de avaliar as percepções dos pais e das crianças em relação à qualidade de vida 
relacionada à saúde bucal das crianças. Este consiste de questionários para grupos etários 
entre 8 e 10 anos (Child Perceptions Questionnaire - CPQ8–10) (Jokovic et al., 2004) e entre 
11-14 anos (CPQ11–14) (Jokovic et al., 2002), que visam avaliar a percepção da criança 
sobre o impacto das desordens orais no seu funcionamento físico e psicossocial. Além 
disso, inclui também o questionário de percepção dos pais sobre a qualidade de vida 
relacionada à saúde bucal da criança (Parental Perceptions Questionnaire – PPQ) (Jokovic 
et al., 2003), bem como a escala de avaliação dos efeitos das desordens orais no 
funcionamento familiar (Locker et al., 2002).  
O contexto cultural e lingüístico no qual o instrumento de avaliação da 
qualidade de vida é utilizado pode influenciar a validade e confiabilidade dos relatos 
obtidos. Torna-se de importância, portanto, que o instrumento seja traduzido para o idioma 
de origem do país a ser utilizado e que seja precisamente adaptado às características 
socioculturais da população a ser analisada, permitindo a avaliação fidedigna. Além disso, é 
preciso que o instrumento seja facilmente administrado e que não demande tempo na 
aplicação. Estudos preliminares confirmaram a validade e confiabilidade do CPQ8–10 e 
CPQ11–14 em outros países como Inglaterra e Arabia Saudita (Marshman et al., 2005; Brown 
& Al-Khayal, 2006). No entanto, no Brasil, ainda não há uma proposta de tradução e 
validação destes questionários. No mais, as propriedades psicométricas do questionário 
referente aos pais (PPQ) foram avaliadas apenas no Canadá, aonde foi desenvolvido 
(Jokovic et al., 2003). 
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Sendo assim, um dos objetivos do presente estudo foi realizar a revisão crítica 
da literatura considerando os estudos sobre qualidade de vida relacionada à saúde bucal em 
crianças e as respectivas percepções de pais e filhos. Objetivou-se também realizar a 
tradução para língua portuguesa, a adaptação trans-cultural e validação dos questionários 
CPQ8-10 e CPQ11-14 e PPQ e avaliar a concordância entre as percepções dos pais e dos 
filhos, considerando a qualidade de vida e saúde bucal em crianças.  
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CAPÍTULOS 
 
Esta tese está baseada na Resolução CCPG UNICAMP/002/06 que regulamenta o 
formato alternativo para teses de Mestrado e Doutorado e permite a inserção de artigos científicos 
de autoria ou co-autoria do candidato. Por se tratar de pesquisa envolvendo seres humanos, o 
projeto de pesquisa deste trabalho foi submetido à apreciação do Comitê de Ética em Pesquisa da 
Faculdade de Odontologia de Piracicaba, tendo sido aprovado (Anexo 1). Sendo assim, esta tese é 
composta de três capítulos contendo artigos aceitos para publicação e dois artigos em fase de 
redação, conforme descrito abaixo: 
 
CAPÍTULO 1 
“Oral health-related quality of life in children – Part I: How well do children know 
themselves? A systematic review”; Barbosa TS, Gavião MBD. Este artigo foi aceito pela 
International Journal of Dental Hygiene.  
 
CAPÍTULO 2 
“Oral health-related quality of life in children – Part II: Effects of clinical oral health 
status. A systematic review”; Barbosa TS, Gavião MBD. Este artigo foi aceito pela International 
Journal of Dental Hygiene.  
 
CAPÍTULO 3 
“Oral health-related quality of life in children – Part III: Is there agreement between 
parents in rating their children’s oral health-related quality of life? A systematic review”; Barbosa 
TS, Gavião MBD. Este artigo foi aceito pela International Journal of Dental Hygiene.  
 
CAPÍTULO 4 
“Validity and reliability of the Brazilian translation of the Child Perceptions 
Questionnaires (CPQ8-10 and CPQ11-14)”; Barbosa TS, Tureli MCM, Gavião MBD.  
 
CAPÍTULO 5 
“Validation of a Brazilian version of the Parental Perceptions Questionnaire and evaluation 
of agreement between parents and children reports of child oral-health related quality of life”; Barbosa 
TS, Tureli MCM, Gavião MBD.  
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CAPÍTULO 1 
 
 
Oral health-related quality of life in children - Part I: How well do children know 
themselves? A systematic review  
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Abstract  
Objective: Pediatric oral disorders are likely to have a negative effect on the 
quality of life. Until recently, children’s oral health related quality of life (OHRQoL) was 
measured using parents as informants. Instruments have now been developed, which have 
demonstrated that with appropriate questionnaire techniques, valid and reliable information 
can be obtained from children. The aim of this study was to make a systematic review of 
the existing literature about child perceptions of OHRQoL and their validation. Methods: 
A computerized search was conducted using Medline, ISI, Lilacs and Scielo for children’s 
perception of OHRQoL. The inclusion criteria were: the articles should contain well-
validated instruments and provide child perceptions of OHRQoL. Results: From 89 records 
found, thirteen fulfilled the criteria. All studies included in the critical appraisal of the 
project suggested good construct validity of overall  child perceptions of OHRQoL. 
However children’s understanding of oral health and well-being are also affected by 
variables (age, age-related experiences, gender, race, education, culture, experiences related 
to oral conditions, opportunities for treatment, childhood period of changes, back-
translating questionnaire, children self-perceived treatment need). Conclusions: The 
structure of children’s self-concept and health cognition is age-dependent as a result of their 
continuous cognitive, emotional, social, and language development. By using appropriate 
questionnaire techniques, valid and reliable information can be obtained from children 
concerning their OHRQoL. 
 
Key words: children, oral health, perceptions, quality of life, systematic review. 
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Introduction 
Theory and research in psychology indicate a continual process of cognitive, 
emotional, social and language development throughout childhood (1, 2). The structure of 
children’s self-concept and health cognition is age-dependent, as a result of their 
continuous cognitive, emotional, social, and language development.  
According to child developmental psychology, the age of 6 marks the beginning 
of abstract thinking and self-concept (3). Children start to compare their physical features 
and personality traits with those of other children or against a norm. Their ability to make 
evaluative judgments of their appearance, the quality of friendships, and other people’s 
thoughts, emotions, and behaviors gradually develops through middle childhood (6-10 yrs) 
(3).  
Gradually, children develop the ability to use a wider spectrum of internal cues 
to identify their illnesses. By the age of 11 or 12, they view health as a multidimensional 
concept organized around the following constructs: being functional, adhering to good 
lifestyle behaviors, a general sense of well-being and relationships with others (4). How 
these concepts are settled varies by age and by the kind of experiences to which children 
are exposed in their lives (4). 
Nowadays, there is interest in children’s Quality of life (QoL) (5, 6), which 
includes social, psychological as well as functional aspects (7), as well as oral health (7, 8).  
Until recently, children’s health-related quality of life was measured using parents as 
informants. This was based on concerns that children’s reports of their health and quality of 
life would not meet accepted psychometric standards of validity and reliability, because of 
limitations in their cognitive capacities and communication skills (9). 
However, a number of recently developed instruments (10-12) have 
demonstrated that with appropriate questionnaire techniques, it is possible to obtain valid 
and reliable information from children concerning their health-related quality of life. These 
instruments were intended to be applicable to children with a wide variety of oral and 
orofacial conditions, to conform to contemporary concepts of child health, and to 
accommodate developmental differences among children of different ages (13, 14). 
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Since there are numerous pediatric oral disorders (15) and these are likely to 
have a negative effect on the quality of life, there is a need for a measure to register oral 
health outcomes in child populations. According to literature, children’s understanding of 
complex concepts, such as health and well-being are also affected by variables such as 
gender, age and the age-related experiences to which they are subject (16).  
The purpose of this study was to identify the literature on child perceptions of 
oral health-related quality of life (OHRQoL) and validation of these reports and reviewing 
and discussing the findings. 
 
Methods 
The questions addressed by this review are: (1) “How well do children know 
themselves?” and (2) “Is children’s perception of oral health-related quality of life 
validated?” 
Studies were eligible for review if they matched the following inclusion 
criteria: (1) they used well-validated instruments and (2) they provided child perceptions of 
oral health-related quality of life. 
A well-validated oral health-related quality-of-life instrument was considered to 
be one that was able to assess the patient’s self-reported perception of oral health status, 
and that had been shown in the scientific literature to be valid, reliable, and responsive. 
Thus, articles that used scoring methods by surgeons or independent observers were not 
considered, as well as studies that have used adult quality of life measures, since the 
questionnaires should be specific and validated for children. 
A computerized search was conducted using Medline, ISI, Lilacs, Scielo (from 
January 1985 to March 2007) for child perception of oral health-related quality of life. Two 
reviewers selected and reviewed the articles. First, each one independently selected the 
articles from their abstracts and checked their contents. Next, they looked for the articles 
without abstracts. Articles that did not clearly fulfill the inclusion criteria were excluded. 
During the evaluation process, reference lists were searched by hand. In this phase, 100 
percent agreement between the two reviewers was obtained. 
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Results 
A total of 89 records were originally identified. In accordance with the 
inclusion criteria, only thirteen articles (17-29) were included in this systematic review. The 
commonest reason for exclusion was either reports other than child perceptions of 
OHRQoL or no validated instrument. 
Nine (17, 20-25, 27, 28) of thirteen selected articles used the Child Perceptions 
Questionnaire (CPQ) in their methodology. As regards the CPQ instrument, two groups of 
age-specific questionnaires (CPQ8-10 and CPQ11-14) were selected. Four studies (18, 19, 26, 
28) used Child-Oral Impacts on Daily Performances (Child-OIDP). A summary of 
methodology is presented in Table 1.  
 
Table 1. Selected articles: summary of methodology  
Reference Study 
design 
Selected sample Number of 
subjects 
Age 
year 
OHRQoL 
instruments 
17 CS Patient  271 11-14 CPQ11-14* 
18 CS General population 2613 11-12 Child-OIDP†  
19 CS General population 1126 11-12 Child-OIDP† 
20 CS Patient 101 8-10
 
CPQ8-10‡ 
21 CS Patient 174 10-12 CPQ11-14* 
22 CS Patient 430 12-13 CPQ11-14* 
23 CS Patient 71 11-14 CPQ11-14* 
24 CS Patient 132 11-14 CPQ11-14* 
25 CS General population 208 12 CPQ11-14* 
26 CS General population 476 10 Child-OIDP† 
27 CS Patient 174 11-14 CPQ11-14* 
28 CS Patient 25 11-15 CPQ11-14* 
29 CS General population 228 10-11 Child-OIDP† 
            * Child Perception Questionnaire 11-14 yrs                                † Child-Oral Impacts on Daily Performances 
            ‡ Child Perception Questionnaire 8-10 yrs                                  OHRQoL – Oral health-related quality of life 
            CS – Cross-sectional 
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All studies (17-29) included in the critical appraisal of the project suggested 
good construct validity in all child perceptions of OHRQoL. However children’s 
understanding of oral health and well-being are also affected by variables. Six studies (17, 
19, 20, 22, 28, 29) suggested that the structure of children’s self-concept and health 
cognition is age-dependent. Age-related experiences to which children are subject seemed 
to affect children’s perception of healthy concepts in two articles (19, 21). One study (22) 
took in account the influence of gender, in order to get the sample representativeness of the 
population, since one of the markers for this was the Census estimate for gender and 
population. One study showed that race and education influence child understanding of 
health conceptions (27). Three studies (17, 20, 23) suggested that children’s experiences 
regarding clinical conditions shaped their conceptions of oral health and well-being, one 
article (24) showed poor construct validity in relation to clinical variables. Culture, social 
and material deprivation mediated children’s self-assessment of impacts on their QoL (24). 
Difference in child self-assessment, because of the distinct opportunities for treatment was 
observed in two studies (17, 25). Translating and adapting a questionnaire developed in one 
country for use in another usually result in some wording changes which facilitated the 
development of culturally relevant instrument (17, 18, 26, 27, 29), being strong point of the 
methodology for using an instrument in a different setting. Three studies (20, 21, 23) 
suggested that childhood was a period with immense changes in psychosocial awareness 
(20) and children’s dental and facial features changed rapidly (21, 23). Two studies (18, 21) 
showed that child self-perceived treatment needs were significantly associated with 
OHRQoL. The differences in the characteristics of the selected samples and the 
considerable variation in the number of participants (n=25 to n=1126) determined 
contradictory outcomes between the different studies. A summary of the results of each 
selected article is presented in Table 2. 
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Table 2.  Results of references appraised 
Reference Characteristics of children Variables of children understanding 
OHRQoL 
Validated child reports about their OHRQoL 
17 Canadian with dental, orthodontic 
and oro-facial conditions 
1. Age 
2. Oral conditions-related 
experiences 
3. Opportunities for treatment 
• Children aged 11-14 years were able to give psychometrically acceptable accounts of impacts on 
OHRQoL 
• Oro-facial group had the highest impacts on QoL and pedodontic group the lowest 
• Children attending a pedodontic specialist referral clinic related better OHRQoL 
18 Thai students in a municipal area 1. Back-translating questionnaire 
2. Children self-perceived treatment 
need 
• Good validity and reliability 
• Children with a need for treatment have a worse quality of life. 
19 Thai students with variable oral 
and dental conditions 
1. Age 
2. Age-related experiences 
• Children aged 11-12 yrs have clear understanding of complex emotions, such as shame 
• Natural processes of  oral health contribute largely to the high incidence of impacts in pre-
adolescence 
20 Pedodontic patients 
Orofacial patients 
1. Age 
2. Oral conditions-related experience 
3. Childhood period of changes 
• 8-yr-old children develop the concept of time and understand emotional symptoms 
• 10-yr-old children are concerned about their oral appearance 
• Different clinical conditions had distinct characteristics that affect children’s experiences 
• Acceptable test-retest reliability, except for the social well-being 
21 Students with different needs of 
orthodontic treatment  
1. Childhood period of changes 
2. Children self-perceived treatment 
need 
• Any re-testing was undertaken because it is acknowledged that people may adapt or habituate to 
their (health) conditions over time 
• Children with self-perceived treatment needs had worse emotional impacts on QoL. 
22 Children with different categories 
of dental caries 
and malocclusion 
1. Age 
2. Gender 
• Pre-adolescents have higher impact on their emotional and social well-being. 
• Girls related  higher impacts on QoL than boys 
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Table 2 continued 
23 Patients with dental caries and 
orofacial conditions 
1. Oral conditions-related 
experiences 
2. Childhood period of changes 
• Pediatric and orofacial patients had similar impacts on QoL because the latter group had social 
and emotional support  
• Pedodontic patients are likely to exhibit short-term change as a result of dental treatment. 
24 Children with oro and oro-
facial conditions 
1. Culture 
 
• Cultural, social and material deprivation mediated children’s self-assessment of impacts on 
QoLCulture, social and material deprivation mediated children self-assessment of impacts on 
QoL 
25 Rural students with dental 
caries and fluorosis  
1. Opportunities for treatment  • Caries experience self-assessment was worse in communities where opportunities for treatment 
were fewer 
26 French children with decayed, 
missing and filled teeth 
1. Age-related experiences 
2. Back-translating questionnaire 
• Younger children experienced many problems related to dental eruption 
• Good validity and reliability 
27 Arabian children with dental 
caries and malocclusion 
1. Race and education 
2. Back-translating questionnaire 
• Many of Arabian students had difficulty with reading and/or understanding the questions 
• In spite of good validity and reliability, the questionnaire was too long for many of the medically 
compromised patients 
28 Patients with severe hypodontia 1. Age • The period of early adolescence is characterized by increased pre-occupation with others’ views 
of self 
29 English students  1. Age 
2. Back-translating questionnaire 
• Enjoying contact with people might be an unstable construct to children in the middle childhood 
• Culture and location of the sample influenced in child self-report of OHRQoL 
      OHRQoL – Oral health-related quality of life  
      QoL – Quality of life 
 
14
 
  15 
Discussion 
The present review found a number of recent studies (17-29) that developed and 
assessed the validity and reliability of child self-reports on their OHRQoL. 
For adequate sample representativeness, Census estimate for gender and 
population was used for comparisons with child population in general (22). While there was 
an apparent sex difference in overall CPQ scores, it did not quite reach statistical 
significance, however the mean emotional well-being domain score for girls was higher 
than that for boys.  
With regard to the influence of age on children’s understanding of OHRQoL, 
one article (20) showed that 8-yr-old children were able to report higher impacts on 
emotional well-being due to oral conditions, whereas children aged 10 years related effects 
on social well-being due to oral conditions. However, in the study of Yusuf et al. (29), 10-
yr-old children related low impact on social contact and doing schoolwork, because they do 
not attach much importance to those activities. An alternative explanation for these 
contradictory outcomes is that enjoying contact with people might be an inherently unstable 
construct to children, which varies with time (30). The social domain questions may be less 
important at young age when the effect of schooling should be considerably diminishing 
any potential for social isolation, unlike what appears to be the case in older age groups. 
Other explanation for these variations is related to the differences in the characteristics of 
the selected samples between the studies (20, 29), patient and general population samples, 
respectivelly.  
 Although 8-year-old children had related difficulty with understanding the 
introductory/transition statement: “In the past 4 weeks, because of your teeth or mouth…” 
when answering the questions, making the aforementioned statement part of each question 
provided good construct validity in one study (20).   
Gherunpong et al. (19) showed that the difficulty with smiling was an important 
aspect of children’s OHRQoL. It affected 40% of children aged 11-12 years. The most 
prevalent cause was alignment of tooth positions. It is evident that children’s concern about 
their oral appearance is important when they reach adolescence (31). 
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Children then enter a period of early adolescence (11-14 yrs), characterized by 
the increasing centrality of peer crowd and clique dynamics in children’s lives, and their 
pre-occupation with others’ views of self (2, 3). Wong et al. (28) noted that all 
preadolescents with severe hypodontia experienced one or more social impacts. However, 
accounting for retained primary teeth, the number of missing teeth was highly correlated 
with the OHRQoL. This pertinent finding suggested the value of retaining primary teeth in 
the management of severe hypodontia in children and adolescents. Furthermore, the 
prevalence of oral impacts on QoL is dependent of the nature of the evaluated sample. In 
this sense, it is well expected that if this study included a “patient” sample (28), the 
prevalence of impacts will be extremely high. In this context, clinical samples, particularly 
when recruited from one clinical facility, are more often than not convenience samples, 
highly selected and likely to be subject to various biases. Consequently, the results should 
not be generalized to all children with specific needs (32). Moreover, in communities where 
oral problems are widespread, it is possible that self-assessment differs from that in 
communities where oral health status and opportunities for treatment are better (27). Other 
factor that should be taken in consideration related to sample in different studies is the age 
of the children, particularly the stage of development, since it influences the perceptions 
about oral health and illness, unavoidably affecting HRQoL between childhood and 
adolescence (18, 33). This might make younger children more sensitive to oral symptoms 
than older age groups in Gherunpong et al. study (18). 
Foster Page et al. (22) observed a clear ascending gradient for emotional 
(“being teased” or “avoiding smiling or laughing”) and social well-being (“being upset” or 
“worrying about being different”) among orthodontic patients aged 11-14 years, inferring 
that malocclusion is as much a social phenomenon as an anatomical one.  
Jokovic et al. (17) showed that the impact of child oral and oro-facial 
conditions on functional and psychosocial well-being is substantial, and that children aged 
11-14 years were able to give psychometrically acceptable accounts of that impact. 
However, Brown and Al-Khayal (27), encountered problems with administrating the same 
questionnaire in Arabian children aged 11-14 years. Many of these children had difficulty 
with reading and/or understanding the questions. Some of the children were not in school, 
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and therefore, unable to answer several questions. So, it has been suggested that global self-
rating of health items varies with race and education (34).  
Another variable that seems to affect children’s understanding of health 
concepts is age-related experiences to which they are subjected. Gherunpong et al. (19) 
showed that an important reason for the high prevalence of oral impacts in children aged 
11-12 years is natural processes, such as exfoliating primary teeth, or space due to a non-
erupted permanent tooth. They contributed largely to the high incidence of impacts in these 
pre-adolescent children. On the other hand, these conditions were not reported as important 
causes of oral impacts in other age groups (35, 36). Tubert-Jeannin et al. (26) found high 
prevalence of oral impacts in a population with a low incidence of caries. According to the 
authors, this higher prevalence could be explained by the younger age of the children (10-
yr-old). These children experienced many problems related to dental eruption. 
Different clinical conditions have distinct characteristics that affect children’s 
experiences, and in turn, these experiences shape their conceptions of health and well-being 
(16). Thus, Jokovic et al. (17) found significant differences among three clinical groups 
(orofacial, orthodontic and pedodontic groups) in overall scale scores, with those of the 
oro-facial group having the highest and those of the pedodontic group having the lowest 
scores. 
However, two studies (20, 23) showed that although the orofacial children 
(primarily cleft lip and/or palate) may encounter more challenges in daily life, their overall 
QoL is no different from that of children with more common oral conditions such as dental 
decay. One explanation for the lack of difference between these groups was that the former 
had received high-quality clinical and psychological care that provided social and 
emotional support to children and their families from birth, in addition to surgical and 
orthodontic intervention.  
Another article (24) showed poor construct validity in relation to clinical 
variables, and the inconsistencies may not be due to the psychometric properties of the 
measure but because impacts are mediated by others factors, such as culture, social and 
material deprivation. Cultural norms and expectations influence children’s perception of 
their oral health and its effect on their QoL. In communities where oral problems are 
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widespread, it is possible that self-assessment differs from that in communities where oral 
health status and opportunities for treatment are better. OHRQoL among rural Ugandan 
children with dental caries experience (25) was significantly worse than that of Canadian 
children attending a pedodontic specialist referral clinic in Canada (17). Therefore, the need 
to test the psychometric properties of instruments such as those for measuring OHRQoL in 
a new environment have been stressed (37). The linguistic and cultural context in which a 
measure is used can have a bearing on the validity, as can the intended purpose of the 
measure.  
Jokovic et al. (17) found that CPQ11-14 applied in Canadian children was valid 
and has excellent reliability and its test-retest reliability was acceptable, except for the 
social well-being subscale, showing that children are more likely to experience variability 
over time in social functioning and experiences than in physical and emotional effects of 
oral and orofacial conditions. In spite of acceptable validity and reliability of the Arabic 
translation (27) of the same questionnaire, problems were encountered in Saudi Arabia as 
regards self-reporting of age, and the questionnaire was too long for many of the medically 
compromised patients. Yusuf et al. (29) found lower oral health-related impact on daily 
performance among children in UK than in other studies with subjects of similar ages and 
using similar instruments (18, 26), which could partly be explained by different culture and 
location of the sample. 
Kok et al. (21) did not undertake any re-testing in their study because it is 
acknowledged that people may adapt or habituate to their (health) conditions over time. 
Thus, they may respond with lower impact scores when a questionnaire is re-administered 
at a later time (37). For the authors, this is particularly important in conditions that may 
have an immediate large impact, such as the loss or fracture of an anterior tooth.  
According to Locker et al. (23), pediatric patients are likely to exhibit short-
term change as a result of dental treatment, so this group could be excluded from test-retest 
reliability analysis. 
Another variable that seems to be correlated with oral impacts on QoL is 
children self-perceived treatment need.  Two studies (18, 21) showed that children who 
expressed concern about their dental alignment and wanted treatment had worse emotional 
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and social impacts when compared with children who were only slightly bothered and 
didn’t want treatment. Furthermore, in the study of Kok et al. (21), children with a need for 
treatment, as assessed by the examiner, did not have a worse psychosocial quality of life 
than those with a low score. Thus, this suggests that it is more appropriate to supplement 
normative indices, such as examiner evaluation, with a quality of life measure to identify 
patients with a clear psychosocial need, because it reflects real subjects’ concerns about 
malocclusions and perceived need for treatment. 
 
Conclusions 
Based on this systematic review, it can be concluded that the structure of 
children’s self-concept and health cognition is age-dependent, as a result of their 
continuous cognitive, emotional, social, and language development. In addition, the present 
findings suggest that with appropriate questionnaire techniques, valid and reliable 
information can be obtained from children concerning their OHRQoL. 
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Abstract 
Objective: Children are affected by numerous oral and orofacial disorders, 
which have the potential to compromise functioning, well-being, and the quality of life 
(QoL). The purpose of this paper was to review the literature about children clinical oral 
health status and health-related quality of life (HRQoL) and to assess the respective 
association. Materials and methods:  The authors searched Medline, ISI, Lilacs, and 
Scielo for articles from 1985-2007. The inclusion criteria were randomized, cross-sectional, 
longitudinal or retrospective studies that used: well-validated oral health-related QoL 
instruments, children self-applied questionnaires and quantitative measurements of clinical 
oral health status. Results: Out of the 402 articles that were critically assessed, twelve 
studies were included in the critical appraisal of the project. Conclusions: There is a 
relationship between clinical oral health status and HRQoL in children. In the studies that 
suggested weak relationships between children’s oral conditions and HRQoL, the 
explanations were: low disease levels in the sample, the conditions under investigation may 
have caused immeasurably low levels of impact, or the impacts were mediated by inter and 
intra variables according to culture and education. Moreover relationships between 
biological or clinical variables and health-related quality of life outcomes are not direct, but 
mediated by a variety or personal, social and environmental variables, as well as by the 
child development, which have influence on the comprehension about the relationship 
among health, illness and quality of life. So, longitudinal studies are necessary to determine 
validity, responsiveness, and minimal clinically important difference. 
 
 
Key Words: children, clinical oral health status, quality of life, systematic review 
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Introduction 
The assessment of quality of life (QoL) has become an integral part of 
evaluating health programs. A number of approaches have been developed and vary from 
broad based instruments, such as the Short Form 36 (1) to more specific health-related 
measures (2). Over the past two decades, there has been substantial development of oral 
health-related quality of life assessments (3). These have been generated for adult 
participants. More recently, there has been an interest in the QoL of children (4, 5), 
including oral health (6, 7).  
Oral health has been defined as the standard of oral and related tissue health 
that enables individuals to eat, speak and socialize without active disease, discomfort or 
embarrassment, and that contributes to general well-being (8). Traditional methods of 
measuring oral health use mainly clinical dental indices and focus on the absence or 
presence of oral diseases without information about the oral well-being of people in terms 
of feelings about their mouths, or, for example, their ability to chew and enjoy their food 
(9). For that reason, quality of life measures have been developed to help to evaluate both 
the physical and psychosocial impact of oral health. These are an attempt to quantify the 
extent to which dental and oral disorders interfere with daily life and well-being together 
with the outcomes of clinical care, such as the effectiveness of treatment interventions (e.g., 
10, 11). Children have also been considered, since they are affected by numerous oral and 
orofacial disorders, all of which have the potential to compromise functioning, well-being, 
and the QoL (12). These range from common conditions such as dental caries and 
malocclusions to relatively rare conditions such as cleft lip and/or palate, and craniofacial 
anomalies. 
 Associations have been found between psychological variables and 
dysfunction in children (13,14). A small but clinically challenging population of children 
and adolescents become chronic pain patients who report not only pain, but also associated 
emotional distress and disability (15,16). Palermo (17) reviewed the impact of chronic pain 
on child and family functioning, and found widespread interruption in tasks of everyday life 
(e.g. sleep, schooling, peer relations, and physical activity).  
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A recent Medline search found that the number of articles listed under the key 
words “child oral health-related quality of life” had increased dramatically. Indeed, the 
number of articles published between 2000 and 2006 was three times higher than that 
between 1995 and 1999, and six times higher than that between 1990 and 1994. However, 
to date, no systematic reviews exist on child oral health-related quality of life (OHRQoL). 
Accordingly, a systematic review on child oral health-related quality of life (OHRQoL) 
become important to identify which clinical conditions affect child everyday life 
considering his/her self-perception. Thus, the purpose of this study was to identify the 
literature on child clinical oral status and health-related QoL, review the findings 
systematically, and assess the nature and consistency of any relationship between clinical 
status and OHQoL. 
 
Materials and Methods 
 
Question Addressed by this Review 
 What is the relationship between clinical oral health status and quality of life 
in childhood?  
 
Literature searching 
The Medline, ISI, Lilacs, Scielo computerized literature databases were 
searched for articles, from January 1985 to October 2007, which had the following terms in 
the title or abstract: “quality of life”, “oral” and “children”. A total of 402 records were 
originally identified.  
In a second step, two researchers independently selected the articles to be 
collected by reading the title and abstracts. Only original articles were considered. Interim 
reports, abstracts, letters, short communications, and chapters in textbooks were discarded. 
In this phase, 100 percent agreement was obtained between the two researchers. The 
reference lists of the selected articles were also searched manually for additional relevant 
publications that may have been missed in the database searches. 
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The two researchers independently evaluated the selected complete articles. A 
consensus was reached with regard to articles that actually fulfilled the inclusion criteria, 
and were finally included in this systematic review. 
 
Inclusion and Exclusion Criteria 
Studies were eligible for review if they matched the following inclusion 
criteria: (1) used specific and well-validated health-related quality-of-life instrument for 
children, (2) the search was limited to randomized, cross-sectional (CS), longitudinal and 
retrospective studies (RS), (3) the questionnaires were self-applied by the children and (4) 
the studies provided quantitative measurements of clinical oral health status. Oral health 
was considered as freedom from oral diseases, which have six major categories: dental and 
periodontal infection, mucosal disorders, oral and pharyngeal cancers, development 
disorders, and certain chronic and disabling conditions affecting the craniofacial complex, 
including orofacial pain (18).  
A well-validated health-related quality-of-life instrument was considered to be 
an instrument that had the ability to assess the patient’s self-reported perception of health 
status and that had been shown in the scientific literature to be valid, reliable, and 
responsive, including at least an assessment of physical function, mental status and social 
interaction (19, 20). 
Narrative reviews and studies involving patients who had undergone treatment 
that could have altered their oral environment, such as radiotherapy and/or chemotherapy 
for maxillofacial trauma were excluded. Studies involving patients with oral mucosa 
disease, with both oral and other systemic symptoms, were also excluded because factors 
not related to oral health might also have affected subjects’ health-related QoL. Figure 1 
shows the screening process to select articles for the review. 
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   Fig. 1 -  The screening process to select articles for the review 
 
Results 
Out of the 402 articles that were critically assessed, twelve studies (21-32) 
identified during the search were included in the critical appraisal of the project, on the 
grounds that health-related quality of life instruments should therefore be used in 
conjunction with clinical measures. The commonest reason for exclusion was either a lack 
of clinical data or no validated OHRQoL instrument. Some narrative reviews were 
discarded. Several studies involving patients with certain disorders that could alter the oral 
environment were excluded. Studies in which children’s health related quality of life was 
measured using parents as informants were also excluded, as well as studies that have used 
adult quality of life measures. 
Three well-validated oral health-related quality-of-life instruments were found 
in this review: Child-Oral Impacts on Daily Performances index (Child-OIDP), Child Oral 
Health Impact Profile (COHIP) and Child Perception Questionnaire (CPQ). Two studies 
(24,29) used Child-OIDP, one study used COHIP (22) and nine studies (21,23,25-28,30-32) 
used CPQ (Table 1). 
 
12 articles 390 articles 
Validated COHRQoL instruments 
 +  
Clinical measures  
Others 
CPQ 
9 articles 2 articles 
Child-OIDP 
2 reviewers 
1 article 
COHIP 
402 articles 
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    Table 1 - Selected articles: summary of methodology 
First author Year 
published 
Reference Study 
design 
Number of 
subjects 
Age 
year 
OHQoL 
instruments 
Brown 2006 21 CS 174 11-14 CPQ* 
Broder 2007 22 CS 523 8-15 COHIP‡ 
Foster Page 2005 23 CS 430 12-13 CPQ*  
Gherunpong 2004 24 CS 1126 11-12 Child-OIDP† 
Kok 2004 25 CS 204 10-12 CPQ* 
Locker 2005 26 CS 71 11-14 CPQ* 
Locker 2007 27 CS 370 11-14 CPQ* 
Marshman 2005 28 CS 89 11-14 CPQ* 
Mtaya 2007 29 CS 1601 12-14 Child-OIDP† 
O’Brien 2007 30 CS 147 11-14 CPQ* 
Robinson 2005 31 CS 174 12 CPQ* 
Wong 2006 32 CS 25 11-15 CPQ* 
     * Child Perception Questionnaire 
         ‡  Child Oral Health Impact Profile 
        †
 Child-Oral Impacts on Daily Performances 
      OHRQoL – Oral health-related quality of life 
       CS – Cross-sectional 
 
All of the articles were observational and cross-sectional. Dental caries was 
highly associated with reduced health-related QoL in four studies (21,23,29,31). One article 
(31) showed that higher levels of fluorosis were associated with more impacts on child 
OHRQoL. Out of seven articles (23-25,27,28,30,31) that assessed malocclusion and quality 
of life, six (23-25,27,30,31) found statistical associations and one did not (28). One study 
(26) found that children with orofacial conditions (e.g. cleft lip or palate) rated their oral 
health better than children with dental conditions (e.g. dental caries). Other paper (22) 
showed that craniofacial group (e.g. cleft lip or palate) was found to report greater negative 
impact on their OHRQoL than either pediatric or orthodontic groups (e.g. decayed surfaces 
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and greater overjet, respectively). One study (32) suggested the importance of retaining 
primary teeth in children with severe hypodontia, in order to minimize the impacts on 
children’s quality of life. Oral impacts on their lives, particularly related to difficulty with 
cleaning, were experienced by children with bleeding and swollen gums (24). One study 
(27) suggested the influence of socioeconomic disparities in child OHRQoL. A summary of 
the results of each selected article is presented in Table 2. 
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Table 2 - Results of references appraised 
References Subjects Oral conditions Material and Files Association between OHRQoL and 
clinical oral health status 
21 Children aged 11-14 years 1. DMFT†† 
2. Malocclusion 
 
 
1. DMFT†† 
2. Bitewing and Panoramic RX 
3. Malocclusion examination (none, 
slight and moderate or severe) 
4. CPQ 
Subjects with both caries and 
malocclusion showed high impacts 
on QoL (p<0.05) 
22 Active treatment-seeking patients and 
community-based participants 
(aged 8-15 years) 
1. Dental caries 
2. Malocclusion 
3. Craniofacial conditions 
1. Decayed surfaces 
2. Overjet 
3. COHIP 
Craniofacial group was found to report 
greater negative impact on their 
OHRQoL than either pediatric or 
orthodontic groups (p<0.05) 
23 Children with different categories of 
dental caries and malocclusion 
(aged 12-13 years) 
1.  DMFS|| 
2.  Malocclusion 
1. Caries examination (WHO*) 
2. DAI¶ 
3. CPQ 
Subjects with both severe malocclusions 
and greater caries experience 
showed higher impact on QoL 
(p<0.05) 
24 Thai students aged 11-12 years 1. Sensitive tooth 
2. Oral ulcers 
3. Toothache 
4. Exfoliating primary tooth 
5. Others 
1. Oral examination (WHO*) 
2. IOTN† 
3. OHI-S‡ 
4. Child-OIDP 
Oral impacts were mainly related to 
difficulty with eating and smiling 
(p<0.001) 
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Table 2 continued 
25 Students aged 10-12 years 1. Malocclusion 
 
1. CPQ 
2. IOTN AC§ 
Children with a normative need for 
orthodontic treatment did not have a worse 
OHRQoL (p<0.001) 
26 Patients with dental caries and 
orofacial conditions (aged 11-
14 years) 
1. Dental caries  
2. Cleft lip or palate 
3. Craniofacial anomalies 
1. Oral examination 
2. CPQ 
Both groups had impact on their QoL with few 
differences between them (p<0.05) 
27 Students aged 11-14 years 
 
1. Dental caries 
2. Malocclusion 
3. Dental trauma 
4. Fluorosis 
1. DMFT†† 
2. IOTN AC§ 
3. DTI# 
4. Tooth Surface Index of Fluorosis 
5. CPQ 
Oral disorders had little impact on the HRQoL 
of higher income children but a marked impact 
on lower income children (p<0.05) 
28 Children with oro and oro-
facial conditions (aged 11-14 
years) 
1. Dental caries 
2. Malocclusion 
3. Gingivitis 
4. Enamel opacities 
1. Caries examination 
2. IOTN† 
3. Presence or absence of dental 
opacities 
4. CPQ 
Number of impacts correlated with the total 
number of missing teeth and missing teeth due 
to caries (p<0.05) 
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Table 2 continued 
29 Urban and rural children  of 
primary schools (aged 12-14 
years) 
1. Caries experience 
2. Oral hygiene 
3. Gingivitis 
4. Enamel opacities 
1. DMFT†† 
2. OHI-S‡ 
3. Child-OIDP 
Oral impacts were mainly related to problems 
eating and cleaning teeth (p<0.001) 
30 One group with malocclusion 
and other group with no 
malocclusion (aged 11-14 
years) 
1. Crowding 
2. Overjet 
3. Hypodontia 
1. IOTN DHC£ 
2. IOTN AC§ 
3. CPQ 
Malocclusion had a negative impact on the 
OHRQoL of an adolescent (p<0.01) 
31 Rural students aged 12 years 1. Dental caries 
2. Gingivitis 
3. Calculus 
4. Fluorosis 
1. Oral examination (WHO*)  
2. TFI** 
3. CPQ 
Despite low levels of dental caries e fluorosis, 
children experienced appreciable impacts on 
OHRQoL (p<0.05) 
32 Patients with hypodontia (aged 
11-15 years) 
1. Severe hypodontia 1. Oral examination 
2. CPQ 
Patients with severe hypodontia reported 
OHRQoL impacts (p<0.05) 
* World Health Organization                               ‡ Simplified-Oral Hygiene Index                                 || Dental caries prevalence                      ** Index of Thylstrup and Fejerskov 
†
 Index of Orthodontic Treatment Need                    § Index of Orthodontic Treatment Need – Aesthetic Component      ¶ Dental Aesthetic Index              †† Decayed, missing and filled teeth index 
#Dental Trauma Index                                £ Index of Orthodontic Treatment Need – Dental Health Component                           OHRQoL – Oral health-related quality of life 
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Discussion 
A total of 402 articles were retrieved and twelve articles were selected for the 
review. Out of all the studies, eleven found associations between clinical oral health status 
and health-related QoL. The different oral diseases were chosen in these studies due to the 
distinct clinical characteristics that were expected to have differential effects on the 
children’s quality of life, thus maximizing variation for validity testing. 
The following subheadings discuss the results. 
 
Dental caries, fluorosis, and child quality of life 
Dental caries is the commonest chronic disease of childhood. The World Health 
Organization (WHO) has estimated that 60-90% of all school-age children are affected 
(33,34). It was hypothesized that children with greater dental caries experience would have 
higher impacts on their quality of life, suggesting they are likely to have experienced more 
oral pain, had difficulties with chewing, have been worried or upset about their mouths, or 
to have missed school due to their cumulative disease experience (23), showing an indirect 
effect of clinical signs on daily functioning via reported symptom status, as predicted by 
Wilson and Cleary (20). Further, despite of low levels of dental caries and fluorosis, 
children experienced appreciable impacts on oral health related quality of life (31).  Brown 
& Al-Khayal (21), applying the same questionnaire as used in two of the above mentioned 
studies (23,31), found significant correlation only between the decayed, missing and filled 
teeth index (DMFT) and the oral symptom subscales, but not with other domains 
(functional limitations, emotional well-being and social well-being) in Arabian children. 
These contradictory outcomes suggest that cultural norms and expectations influence 
children’s perception of their oral health and its effect on their quality of life, as considered, 
since causal pathways between clinical variables may include individual and environment 
variables as both moderators and mediators (20). 
In this way, studies of the relationship between the number of carious teeth and 
the OHRQoL are subject to criticism, as a result of the conceptual distinction between 
health and disease. Consequently, although dental caries is relatively prevalent, it may not 
affect the child’s ability to perform daily activities in its early stages. This implies that the 
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relationship between OHRQoL and clinical indicators should be interpreted with caution, 
since the inconsistencies found in the relationships between clinical data and OHRQoL may 
not be due to the psychometric properties of the measures, but due to the fact that impacts 
are mediated by other factors. All contemporary models of disease and its consequences, 
such as that of Wilson and Cleary (20), indicate that the relationships between biological 
variables and health-related quality of life outcomes are not direct, but mediated by a 
variety or personal, social and environmental variables. In addition, it has been suggested 
that cultures and material deprivation can influence the extent of the impact of disease (32).  
Variables such as general health status, household income and life stress have 
been shown to explain as much variance in the impact of oral disorders on adults as clinical 
indicators such as missing teeth (35). Socioeconomic disparities in OHRQoL of a group of 
children were found in Locker study (27). That is, children from low income households 
had higher impacts on quality of life than children from high income houselholds, 
indicating poorer OHRQoL. Further, household income remained a predictor of OHRQoL 
scores after controlling for the potential confounding effects of oral diseases and disorders 
such as dental caries, dental injury, and malocclusion. A potential explanation may be 
differences in psychological assets and psychosocial resources. 
 
Malocclusion and child quality of life 
Considering the categories of malocclusion severity, Foster-Page et al. (23) 
observed a distinct gradient in mean of emotional and social well-being domain scores, 
whereby those in the “Handiccapping” category had the highest scores and those in the 
“Minor/none” category had the lowest ones, on average. Similarly, O’Brien et al. (30) 
found statistically significance difference between the malocclusion and non-malocclusion 
groups only for the emotional and social well-being health domains. Further, difficulty with 
smiling due to the position of teeth has been found one of the most important impacts of 
children’s OHRQoL (24). These results suggest that the most significant impact of 
malocclusion on quality of life is psychosocial, rather than conditions that influence oral 
health, such as oral or functional problems. However, according to O’Brien et al., the CPQ 
was not developed specifically to measure the impact of orthodontic problems and some of 
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the questions in the functional and oral symptoms subscales are not necessarily relevant to 
patients with malocclusion. Nevertheless, Kok et al. (25) using different questions to test 
the construct validity of CPQ in schoolchildren, found the same results as the studies above 
(23,30) and only one study (28) found no relationship between malocclusion and quality of 
life of children. This may reflect the difficulties that children may have with the concept of 
“oral health” in relation to malocclusion (27). These contradictory outcomes can be 
explained by the use of some OHRQoL measures in orthodontics, as is the Index of 
Orthodontics Treatment Need (IOTN) (36) which can emphasize malocclusion that may not 
be important to quality of life, such as posterior cross bites (28). Moreover, different 
meanings of quality of life vary between and within individuals (37) according to culture 
and education (38), contributing for distinct impacts of malocclusion on OHRQoL. 
   
Cleft lip and palate and child quality of life 
Because cleft lip and palate are more clinically severe and can affect facial 
appearance throughout life, it has been assumed, not unreasonably, that they will have a 
correspondingly greater impact on the quality of life. Nonetheless, as stated by Locker & 
Slade (35), health and disease belong to different dimensions of human experience, so 
paradoxes occur when disease is assumed by researchers to cause an impact. Relevance is 
possibly the intervening variable mediating between disease and impact. In this way, 
Broder and Wilson-Genderson (22), using COHIP questionnaire, showed that craniofacial 
patient was found to report greater negative impact on their OHRQoL than either the 
general pediatric or orthodontic patients. In accordance with Gregory et al. (37) oral health 
varies between people and during time, demonstrating the existence of response shift in 
relation to quality of life. Such variation and change emerges through OHRQoL as the 
recursive relationship between impact and relevance, the individual and the social structure. 
For these authors (37), OHRQoL can be defined as the cyclical and self-renewing 
interaction between the relevance and impact of oral health in everyday life. On the other 
hand, Locker et al. (26), using CPQ questionnaire, observed that the majority of children 
with orofacial conditions are well adjusted and able to cope with the adversities they 
experience as a result of their conditions. They also observed that the orofacial group may 
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encounter more challenges in daily life (mouth breathing, problems with speech, missing 
school, being teased, and being asked questions about their functional condition). 
Moreover, the overall quality of life of those children was not different from children with 
commoner oral conditions, such as dental decay, but children with orofacial conditions 
rated their oral health better than the ones with dental decay. This comparison of the two 
scales highlighted the COHIP’s relative discriminative abilities and sensitivity to detect 
differences.  
 
Hypodontia and child quality of life 
Few studies have been conducted among subjects with severe hypodontia, 
which in part, relates to the very low prevalence of the condition (less than 1% in the 
general population) and to the lack of appropriate measures with which to assess the impact 
of oral conditions on quality of life, particularly among children, until recently. Only one 
study about the impact of severe hypodontia on oral health-related quality of life was met in 
this literature search (32), in which all subjects with severe hypodontia reported 
considerable impact on OHRQoL, with one or more oral health, oral symptoms and social 
impacts, and the majority experienced functional limitations and impacts on emotional 
well-being. Such data confirms that chronic oral conditions can influence an individual’s 
wider well-being by impacting on everyday physical, psychological and social functioning 
(39). The number of missing permanent teeth was moderately correlated with OHRQoL. 
However, when retained primary teeth were taken into account, the number of missing 
teeth was highly correlated with OHRQoL, suggesting the importance of retaining primary 
teeth in children and adolescents with severe hypodontia. However, the authors emphasized 
that given the cross-sectional study design, an association rather than evidence of causation 
was observed. Further studies are warranted to confirm or refute these findings. 
 
Gum problems and child quality of life 
Gum problems were the other important oral conditions affecting children's 
OHRQoL, as shown by Gherunpong et al. (24), since more than one fifth of children 
perceived that bleeding and swollen gums caused oral impacts on their life, particularly in 
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relation to difficulty with cleaning, a problem experienced by nearly half of all children. 
Moreover, children who had difficulty with cleaning their teeth because of gum 
inflammation are unlikely to achieve good levels of oral hygiene, because brushing may 
lead to bleeding, and their gum problems would undoubtedly persist or even get worse. It is 
apparent that an important reason for the high prevalence of oral impacts in children is due 
to natural processes, such as exfoliating primary teeth or space due to a non-erupted 
permanent tooth. In addition, sensitive teeth, toothache, oral ulcers were factors that 
contributed significantly to the incidence of impacts in pre-adolescent children, and 
although this was high, the severity was not; many children had their quality of life affected 
at low levels. This reveals a need for further longitudinal studies to better understand and 
interpret OHRQoL measures in children.  
Given the cross-sectional nature of the data studies, the observed findings 
addressed only the descriptive and discriminative potential of the OHRQoL measures in 
relation to child oral conditions. The following explanations may account for the weak 
relationships found between OHRQoL and clinical data: there are low diseases levels in the 
samples, the conditions under investigation may cause immeasurably low levels of impact 
or that impacts are mediated by a variety of factors such as culture and deprivation (28). 
Although the observed prevalence of impacts was high in some studies, the severity was 
not; many children had their quality of life affected at low levels (24,25,32). Furthermore, 
longitudinal studies need to be conducted which assess the evaluative properties of these 
OHRQoL measures. What needs to be considered is that the way people feel about their 
quality of life does not develop in isolation from their existing expectations (that constrain 
what is relevant) as well as the environment in which the margins of relevance are 
constructed, since the meaning of quality of life changes over time (37). Moreover, 
developmental changes unavoidably affect HRQoL between childhood and adolescence. 
Maturity and an increase in age generate a more sophisticated understanding and 
perceptions about health and illness (19), changing the perceptions about health and quality 
of life of children (40). 
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Conclusions 
Based on this systematic review, it can be concluded that there is a relationship 
between clinical oral health status and OHRQoL in children. Further studies evaluating 
other oral conditions should be done to maximizing validity of the instruments. In the 
studies that suggested weak relationship between children’s oral conditions and health-
related quality of life, three principle explanations could account for this: there were low 
disease levels in the sample, the conditions under investigation may have caused 
immeasurably low levels of impact, or the impacts could vary between and within 
individuals according to culture and education. Moreover, relationships between biological 
or clinical variables and health-related quality of life outcomes are not direct, but mediated 
by a variety or personal, social and environmental variables, as well as by the child 
development, which have influence on the comprehension about the relationship among 
health, illness and quality of life. So, longitudinal studies are necessary to determine 
longitudinal validity, responsiveness, and minimal clinically important difference. 
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CAPÍTULO 3 
 
“Oral health-related quality of life in children - Part III: Is there agreement 
between parents in rating their children’s oral health-related quality of life? A 
systematic review” 
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Abstract 
Objective: One issue that receives a great deal of attention is to compare the 
measurement of the children’s oral health-related quality of life (OHRQoL) reports with 
those of their parents. However, the extent to which parents understand the effects of ill-
health on their children’s lives remains unanswered. The purpose of this systematic review 
was to identify the literature on the nature, extent and the pattern of 
agreement/disagreement between parent and child reports about child OHRQoL and assess 
the association between them. Materials and methods: The literature was searched using 
Medline, ISI, Lilacs and Scielo, from January 1985 to March 2007. The selected studies 
used well-validated instruments and provided children’s and parent’s perceptions of child 
OHRQoL. Results: A total of 87 articles were retrieved and five were selected for the 
review, which showed that children and parents do not necessarily share similar views 
about child OHRQoL. Some parents may have limited knowledge about their children’s 
OHRQoL, particularly the impact on social and emotional well-being. Conclusions: Valid 
and reliable information can be obtained from parents and children using appropriate 
questionnaire techniques. Although the parents’ reports may be incomplete due to lack of 
knowledge about certain experiences, they still provide useful information.  
 
Key words: agreement; children; parents; oral health; quality of life; systematic review. 
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Introduction 
Over the past two decades, there has been substantial development of oral 
health-related assessments of quality of life (QoL) (1), usually generated by adult 
participants. More recently, there has been increasing interest in the QoL of children (2, 3), 
including oral health (4, 5).  
Quality of life measurement in children involves special methodological 
problems, such as changes in children's ability to understand at different ages, the difficulty 
of separating the child's perceptions from the parents', and the variation in the number of 
activities with age (6, 7). An important question is whether reliable and valid data can best 
be obtained from children themselves or from their parents. 
Until recently, children’s health-related quality of life (HRQoL) was measured 
using parents as informants. This was based on concerns that children’s reports of their 
health and quality of life would not meet accepted psychometric standards of validity and 
reliability because of limitations in their cognitive capacities and communication skills (8). 
However, a number of recently developed instruments (5, 9, 10) have demonstrated that 
with appropriate questionnaire techniques, it is possible to obtain valid and reliable 
information from children concerning their health-related quality of life. 
One issue with respect to measuring the health-related quality of life of 
children, which continues to receive a great deal of attention, is that of parent versus child 
reports (11-14). One reason for studying parent-child agreement is to determine whether the 
parent can be used as a proxy for the child. The results of studies conducted to date are 
equivocal. While some studies indicated relatively high agreement for some health domains 
(11, 15), others have found low concordance (8, 13, 14) beween parent and self-
assessments.  
To date, the extent to which parents understand the effects of ill-health on their 
children’s lives remains unanswered. The validity of parents’ reports and, therefore, 
whether or not parents can serve as proxies for children depends on this understanding. 
Thus, the purpose of this study was to identify literature on the nature, extent 
and the pattern of agreement/disagreement between parent and child reports about child 
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oral health-related quality of life (OHRQoL), review the findings systematically, and assess 
the association between them.  
 
Materials and Methods 
The authors searched Medline from January 1985 to March 2007, supplemented 
by manual searching of reference lists from each relevant paper identified. 
The main search terms were “children”, “oral health”, and “quality of life”. A 
total of 87 records were originally identified. Two reviewers independently checked and 
then selected only articles about parental and child perceptions of child oral health-related 
quality of life, which resulted in nine articles. A 100 percent of agreement was obtained 
between the two researchers. 
The studies were eligible for review if they matched the following inclusion 
criteria: (1) they used a well-validated instrument, (2) they provided children’s and parent’s 
perceptions of child oral health-related quality of life. 
A well-validated health-related quality of life instrument was considered to be 
an instrument that had the ability to assess the patient’s self-reported perception of health 
status and that had been shown in the scientific literature to be valid, reliable, and 
responsive.  
Studies that evaluated children’s oral health and quality of life through other 
perceptions (such as teacher and professional) instead of parents were discarded. Several 
studies that used non-validated questionnaires were also excluded.  
A consensus was reached regarding the articles that actually fulfilled the 
inclusion criteria (only five articles), and were finally included in this systematic review. 
Figure 1 shows the screening process to select articles for the review. 
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Fig. 1 -  The screening process to select articles for the review 
 
Results 
Out of the 87 articles that were critically assessed, five (16-20) studies 
identified during the search were included in the project critical appraisal, on the grounds 
that they did measured parental perceptions of child oral health-related quality of life. 
Despite the number of evaluated conditions was not the same in all selected studies, it was 
considered in the present review the agreement or disagreement between parental and child 
reports about the impact of oral conditions on child quality of life and the validity of these 
information. The main reasons for excluding eighty-two of the articles were the use of other 
reports instead of parents and no application of validated questionnaires.  
The following well-validated instruments were used in the selected studies: 
Parental Perceptions Questionnaire (PPQ), Child Perceptions Questionnaire (CPQ) and 
Family Impact Scale (FIS). Out of five studies (16-20) that used PPQ, three studies (16, 18, 
19) used CPQ and only one paper (20) used FIS (Table 1). 
On the strength of children are subject to numerous oral and orofacial 
conditions with potential to significantly impact on the child’ QoL, two studies (17, 19) 
found statistically difference between the groups with variable oral conditions throughout 
parent’s perceptions. However, regarding of severity of child’s condition, both studies (17, 
19) found no statistically difference. All of the studies (16-20) suggested that parents’ 
knowledge about their children is limited, with one article (18) showing the importance of 
87 articles 
9 articles 78  articles 
Parental perceptions 
about child’ OHQoL Others 
Validated instrument 
5 articles 4 articles 
No-validated instrument 
2 reviewers 
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the “don’t know” response option in studies, in which participants report their perceptions 
of the health or QoL of another individual. The limitation of parents’ knowledge was 
particularly with respect to activities or relationships that exist outside the home and with 
respect to internal feeling states (16, 18). In spite of the majority of informants being the 
mothers in all five studies (16-18), one study showed statistically lower knowledge for 
fathers than mothers about impacts on child’ QoL (18). The influence of the child’s 
characteristics on proxy-patient agreement was shown by two studies (16, 18). Out of the 
five studies, three (16-18) suggested that proxy reports can supplement children’s 
evaluation, one (19) showed significant agreement between children and their parents as 
regards the impact of the oral condition on child QoL, and one (20) suggested that parents’ 
responses reflect the truth as they perceive it, which is not necessarily identical to that of 
their children. A summary of the results of each selected article is presented in Table 2. 
  
  Table 1 -  Selected articles: summary of methodology 
Reference Study 
design 
Subjects Parents 
instruments 
Child 
instruments 
(16) CS 42 pairs of parents and 
children 
PPQ* CPQ‡ 
(17) CS 518 parents PPQ*  - 
(18) CS 221 parents 
63 pairs of parents and 
children 
PPQ* CPQ‡ 
(19) CS 90 pairs of parents and 
children 
PPQ* 
 
CPQ‡ 
(20) CS 450 parents PPQ*  
FIS† 
- 
 * Parental Perceptions Questionnaire 
 † Family Impact Scale 
 ‡ Child Perception Questionnaire  
                   CS – Cross-sectional 
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Table 2 - Results of references appraised 
Reference Characteristics 
of informants 
Characteristics of 
children 
Material and 
Files 
Validated parents reports about child’ OHRQoL Association between parents and child 
reports about child’ OHRQoL 
(16) 42 Mothers 
 
1. Paedodontic 
2. Orthodontic 
3. Orofacial 
4. 11-14 years 
PPQ*  
CPQ‡ 
It was suggested that mothers tended to under-report the 
impact of oral/orofacial conditions on the QoL of their 
children. 
The level of agreement ranges from 
excellent for oral symptoms to moderate 
for both emotional and social well-being. 
Gender, age and oral condition influenced 
the agreement between parents and 
children. 
(17) 349 Mothers 
147 Father 
22 Others 
1. Paedodontic 
2. Orthodontic 
3. Orofacial 
6-10 years 
11-14 years 
PPQ* - Measure of parents’ reports discriminated among the three 
clinical groups. 
- The intragroup analyses about severity of oral conditions 
were not statistically significant. 
_ 
(18)  Study 1 
129 Mothers 
 66 Fathers 
13 others 
 
Study 2 
54 Mothers 
11 Fathers 
1. Paedodontic 
2. Orthodontic 
3. Orofacial 
6-10 years 
11-14 years 
 
PPQ*  
 
 
 
 
 
PPQ*  
CPQ‡ 
- “Don’t know” responses were associated with child’s age 
and clinical condition, and parental gender. 
- Parents have limited knowledge about their children’s 
OHRQoL 
 
 
 
_ 
 
 
Parental and child reports measure different 
realities 
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       Table 2 continued 
(19) 90 parents 1. Children with: 
Increased overjet 
2. Spaced dentition 
3. Control 
13-15 years 
PPQ*  
CPQξ 
 
- Parents of children in the increased overjet and spaced 
dentition groups reported statistically significant greater 
impacts on QoL than parents of children in the control 
group 
- Both malocclusion traits have a similar highly significant 
impact on QoL 
The finding of agreement between the child 
and its parents, with regard to the impact of 
malocclusion was significant. 
(20) 313 Mothers 
121 Fathers 
16 Others 
1. Paedodontic 
2. Orthodontic 
3. Orofacial 
6-10 years 
11-14 years 
PPQ*  
FSI# 
Parents’ responses reflect the truth as they perceive it, 
which is not necessarily identical to that of their children. 
_ 
      * Parental Perceptions Questionnaire 
      † Family Impact Scale 
      ‡ Child Perception Questionnaire  
      OHRQoL – Oral health-related quality of life 
      QoL – Quality of life 
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Discussion 
The present review was the first to systematically search and critically appraise 
the substantial literature on the nature, extent and pattern of agreement/disagreement 
between parent and child reports about child oral health-related quality of life. Systematic 
reviews are an important tool for studying the relationship between proxy and self reports 
about the influence of child’ oral conditions on their QoL. They can also provide 
information on the validity of parents’ reports and, therefore, whether or not parents can 
serve as proxies for children. It is also important that this review will contribute towards the 
explanation of the extent to which parents understand the effects of ill-health on their 
children’s lives. 
Children are subjected to numerous oral and orofacial conditions, including 
dental caries, malocclusions, cleft lip and palate and craniofacial anomalies, which have the 
potential to influence the quality of life significantly. It is suggested that the impact on QoL 
would be highest in the orofacial conditions, lower in the orthodontic, and lowest in the 
pediatric dentistry group. The study of Jokovic et al. (17) corroborated this suggestion, 
showing statistically significant difference between the groups through the parent’s 
perceptions. Given that orofacial disorders tend to be the most severe and have entailed 
clinical care since birth, it may be that the parent–child relationship is somewhat closer 
when children have these conditions, so that parents are more familiar with their activities 
and feelings. 
Parents of children in the increased horizontal overlap and spaced dentition 
groups reported statistically significant greater negative impacts on QoL than parents of 
children in the control group, with normal occlusion (19). Furthermore, no such differences 
were found between parents’ reports of children in the increased overjet and spaced 
dentition groups, suggesting that both malocclusion and spaced dentition, in spite of the 
difference in severity, have a similar impact on QoL (19).  Although it has been suggested 
that impact on the QoL may vary according to the severity of the child’s condition, Jokovic 
et al. (17), evaluating parents’ perception about ranking children in terms of the clinical 
severity of orofacial conditions (isolated cleft lip or palate compared with bilateral cleft lip 
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or palate), also showed no statistical difference between the groups. However, it could have 
been due to the small numbers in the groups.  
However, it is plausible that parents’ knowledge of their children is limited, 
particularly with respect to activities or relationships that exist outside the home and with 
respect to internal feeling states. Thus, a “don’t know” response option is essential in 
studies in which participants report their perceptions of the health or quality of life of 
another individual, as demonstrated by Jokovic et al. (18). In this study almost half of the 
parents gave a “Don’t know” response to at least one of the 37 questionnaire items and a 
quarter gave this response to three or more items. Such responses were most frequent with 
respect to the social well-being subscale, with one tenth of parents unable to answer one-
third of the 10 items comprising this domain. In this regard, the high proportion of 
participants with at least one “don’t know” response reflects an essential characteristic of 
the phenomenon being measured rather than a limitation in the questionnaire. 
Concerns have been raised about the accuracy of parental assessments, 
particularly with respect to older children. Corresponding with this suggestion, one article 
(18) found that parents had more knowledge about younger children than older children.  
This reflects the fact that as children get older, they spend more time away from parental 
supervision, and share their experiences with parents to a lesser extent. 
Discrepancies between parental and child reports may reflect real differences in 
perspectives. However, they may also reflect a lack of insight on the part of parents into 
their children’s lives. This hypothesis is supported by evidence suggesting lower levels of 
agreement in items for which the parent and child have access to different information (e.g. 
peer relationships and school activities) and where the items have abstract rather than 
concrete referents (e.g. pain and emotions) (13, 21).  
Parental gender has been suggested as predictor of the knowledge of child 
OHRQoL. The majority of the informants were the mothers in all five studies. Conversely, 
one study showed less knowledge for fathers than mothers about impacts on child QoL 
(18). But another study (16) suggested that the since a small number of fathers were able to 
participate, only mother-child pairs should be considered for the analysis. On the other 
hand, evaluating agreement between mothers and children perceptions about child 
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OHRQoL, Jokovic et al. (16) showed scores ranged from excellent to moderate, with the 
latter being observed for the emotional and social well-being domains. These findings 
suggest that mothers should not be used as proxies when the main concern is the child’s 
emotional and social well-being. Afterwards, further research on parental gender 
knowledge about child OHRQoL needs to be conducted using larger samples to determine 
who the better informant is.  
A number of studies have indicated that proxy-patient agreement is influenced 
by the patient’s characteristics (22-24).  Jokovic et al. (16) observed lower levels of 
agreement for girls, older children, orofacial patients, and children whose quality of life 
was most compromised. However, all these estimates should be treated with a high degree 
of caution because of the small sample sizes involved. 
It has been suggested in the literature that proxy reports do not represent the 
reality experienced by the child but they can supplement the children’s evaluation (25, 26). 
There was a mother tendency to under-report the impact of oral/orofacial conditions on the 
QoL of their children, since children’s reports about their OHRQoL were worse than their 
mothers (16). However, significant agreement between the child and its parent in relation to 
the impact of oral condition in child quality of life was found, because not only does the 
oral condition have a direct impact on the child itself, but it also has an effect on parents 
and other family members (19). Locker et al. (20) found strong correlation between family 
impact scores and those derived from the items that measured parental-caregiver 
perceptions of the child’s OHRQoL.  
Thus, parents’ responses reflect the truth as they perceive it, which is not 
necessarily identical to that of their children. Nowadays, it has to be recognized that 
parental and child questionnaires measure different realities. This means that parental and 
child reports should be seen as complementary, and that useful information may be lost if 
parental reports are not obtained in addition to those provided by their children. 
 
Conclusions 
Based on this systematic review, it can be concluded that with appropriate 
questionnaire techniques, valid and reliable information can be obtained from parents and 
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children. Moreover, children and parents do not necessarily share similar views about 
OHRQoL. After all, some parents may have limited knowledge about their children’s 
health related quality of life, particularly the impact on their social and emotional well-
being.  
Although parents’ reports may be incomplete due to lack of knowledge about 
certain experiences, they still provide useful information. Thus, proxy reports do not 
represent the reality experienced by the child but they can supplement or complement the 
children’s evaluation and useful information may be lost if parental reports are not obtained 
in addition to those provided by their children. 
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ABSTRACT 
Aims: The aims of this study were to translate the Child Perceptions Questionnaire 
(CPQ8-10 and CPQ11-14) into Portuguese, to make necessary cultural adaptations and to 
assess their validity and reliability among Brazilian children. Methods: Schoolchildren 
were recruited from general populations for pre-testing (n=40), validity (n=210) and test-
retest reliability (n=50) studies. They were also examined for dental caries, gingivitis, 
fluorosis and malocclusion. Results: Children with greater dental caries experience in 
primary dentition had higher impacts on CPQ domains. Girls had higher scores for CPQ8-10 
domains than boys. Mean CPQ11-14 scores were highest for 11-year-old children and lowest 
for 14-year-old children. There were significant associations between the CPQ score and 
global rating of oral health (p<0.001) and overall well-being (p<0.001). The Cronbach’s 
alpha was 0.95 for both questionnaires. The intraclass correlation coefficient for the overall 
CPQ8-10 and CPQ11-14 scores were 0.96 and 0.92, respectively. Conclusions: The Portuguese 
version of CPQ8-10 and CPQ11-14 were valuable and reliable for use in the Brazilian child 
population, although discriminant validity was sporadic due to the fact that impacts are 
mediated by others factors, such personal, social and environmental variables. Further 
research is required, as these findings were based on cross-sectional study and convenience 
samples.   
 
 
Key words: children; oral health-related quality of life; reliability; translation; validity 
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INTRODUCTION  
Traditionally oral health has been measured using clinical data that are mouth-
centered and rely on the dental normative data.  The use of clinical indicators alone has 
been criticized, as these give little indication of subjectively perceived symptoms such as 
pain and discomfort and do not capture the impact of the oral cavity on the person as a 
whole [1]. To date several measures designed to assess oral health-related quality of life 
(OHRQoL) have been developed [2].  
In this context, children have been considered, since they are affected by 
numerous oral and orofacial disorders, all of which have the potential to impact on physical 
functioning and psychosocial well-being [3-9]. Until recently, children’s heath-related 
quality of life has been measured using parents as informants, due to the limitations of 
children’s cognitive capacities and communication skills [10].  
Recently, it has been recognized that when using an appropriate questionnaire, 
children can give valid and reliable information and thus should be the primary source of 
information regarding their OHRQoL [11, 13]. Thus, age-specific self-report measures 
were required to accommodate differences in children’s self-concept, to understand the 
feelings, and to be able to interpret the behavior across the stage of development, since it 
influences the perceptions about oral health and illness during childhood and adolescence 
[4, 11, 13, 14].  
Consequently, the Child Oral Health Quality of Life Questionnaires (COHQoL), 
a battery of measures that take into account the children cognitive abilities and life styles, 
were developed. These consist of questionnaires for age range from 8 to 10 years (Child 
Perceptions Questionnaire – CPQ8–10) [15] and from 11 to 14 years (CPQ11–14) [16], which 
assess children’s perceptions of the impact of oral disorders on physical and psychosocial 
functioning. Also included is a questionnaire for parents that evaluate their perceptions 
about their child’s OHRQoL [17], as well as a scale to assess the effect of oral disorders on 
family functioning [18]. Preliminary studies were undertaken that demonstrated the 
reliability and cross-sectional validity of all questionnaires [19, 20]. 
The need to test the psychometric properties of instruments, such as those for 
measuring OHRQoL in a new environment, has been stressed [21, 22].  The linguistic and 
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cultural context in which a measure is used can have a bearing on the validity, as can the 
intended purpose of the measure.  The CPQ8-10 and CPQ11-14 questionnaires have not been 
validated for use in Brazil or for use in children with varying levels of disease.   
Therefore, the objectives of this study were to translate the CPQ8-10 and CPQ11-
14 questionnaires into Portuguese for use in the Brazilian child population, to make the 
necessary cultural adaptations and to evaluate their measurement properties considering the 
validity and reliability assessments.  
 
MATERIALS AND METHODS 
The questionnaires chosen were developed by Jokovic et al. [15, 16] for use as 
an outcome measure in clinical trials and evaluation studies. The process of cross-cultural 
adaptation and validation of the questionnaires consisted of two main steps: a preliminary 
and a main study. The research project was submitted to and approved by the Research 
Ethics Committee (No. 021/2006), of the Piracicaba Dental School, State University of 
Campinas. The children’s and parents’/guardians’ consent was obtained.  
 
Preliminary study 
Forty children aged 8 to 14 years were recruited from general populations 
attending Public Schools in Piracicaba. The screening process for cross-cultural adaptation 
was conduct according to Guillemin et al. [23]. Firstly, two Pediatric Dentists fluent in the 
English and Portuguese languages translated the questions. A conceptual, non-literal 
translation was emphasized. The first author (TSB) compared the versions, and discussed 
with translators about the divergences found and a first Portuguese version was achieved. 
Then, two native English speakers, unaware of the objectives of the study, did a back-
translation into English. Next, a committee review constituted by three dentist researchers 
and the first author (TSB) compared source and final versions, solving discrepancies and 
considering cross-cultural equivalence, thus reaching the second version.  
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Pre-test technique 
For evaluating the language used in the instruments and the structure adaptation, 
the questionnaires were applied to groups of 20 children in the respective age ranges. For 
this purpose, the alternative “I didn’t understand” was added to each question to identify 
the questions not understood by the children. Questions with this alternative item chosen by 
15 per cent or more of the sample were discussed by the committee, who replaced 
problematic items by culturally accepted ones. After that, the questionnaires were applied 
to other groups of 20 children, until no question with the alternative item had been 
considered “not applicable” by 15 per cent or more of the children.  
 
Main study 
 Participants in the main study were 210 children aged 8-14 years (30 of each 
aged group) who did not have systemic and/or mental developmental disorders. They are 
referred to in this study as the CPQ8-10 group (n=90) and CPQ11-14 group (n=120), 
respectively. These convenience samples were recruited from general populations attending 
five public schools in Piracicaba.  
 
Data collection 
Two calibrated examiners examined the children for dental caries, gingivitis, 
fluorosis and malocclusion in accordance with World Health Organization criteria [24]. All 
examinations took place at children’s school, out of doors in daylight, but not in direct 
sunlight. The dmft (sum of decayed, missing and filled teeth in the primary dentition) and 
DMFT (sum of decayed, missing and filled teeth in the permanent dentition) indices were 
used to assess caries status. Gingivitis was scored using the Community Periodontal Index 
(CPI), which classifies periodontal status based on six index teeth (16, 11, 26, 36, 31, 46) in 
patients under the age of 20 years. The codes were: 0 = healthy and 1 = bleeding observed 
directly or by using a mouth mirror, after probing. The presence or absence of dental 
fluorosis and its severity were evaluated using the Dean’s index criteria (DI) [25], which 
classifies dental fluorosis at the following levels: 0 = normal; 1 = questionable; 2 = very 
mild; 3 = mild; 4 = moderate and 5 = severe. The recording is made on the basis of the two 
  64 
teeth that are most affected. Malocclusion was scored using the Dental Aesthetic Index 
(DAI) [26], which assesses the relative social acceptability of dental appearance by 
collecting and weighting data on 10 intra-oral measurements. This enables each individual 
to be placed on a dental appearance continuum ranging from 13 (the most socially 
acceptable) to 100 (the least acceptable), and orthodontic treatment needs can be prioritized 
based in the pre-defined categories of  'minor/none' (scores 13 to 25), 'definite' (26 to 31), 
'severe' (32 to 35), or 'handicapping' (36 or more) [27].  
Before the dental examination, the dental examiners underwent a calibration 
session between them, resulting in inter-examiner kappa scores of 0.96 for DMFT/dmft, 
0.80 for fluorosis, 0.73 for gingivitis and 0.88 for DAI scores. The intra-examiner reliability 
was verified by conducting replicate examinations in 20 individuals, a kappa score of 0.95 
was obtained for DMFT/dmft; 0.81 for CPI; 0.80 for DI and 0.97 for DAI. 
 
Validated and reliability procedures 
Each child completed the age-specific CPQ in the classroom just prior to the 
dental examination; questions were asked about the frequency of events. Response options 
for the four domains (symptoms; functional limitations, e.g. difficulties with chewing; 
emotional well-being and social well-being) and the respective scores were: ‘Never’ 
(scoring 0); ‘Once or twice’ (1); ‘Sometimes’ (2); ‘Often’ (3); and ‘Everyday’ or ‘Almost 
everyday’ (4). A high score indicates more negative impacts on child QoL. Fifty randomly 
selected children, 20 from CPQ8-10 and 30 from CPQ11-14 groups, were invited to fill out a 
second copy of the questionnaire two weeks later to assess the test-retest reliability [15,16]. 
 
Data analysis 
The total CPQ scores for each participant were calculated by summing the item 
codes, whereas the subscale scores were obtained by summing the codes for questions 
within the four health domains. The variation in CPQ domain scores according to the 
child’s age, child’s gender and the severity of the child’s condition were examined using 
Mann-Whitney and Kruskal-Wallis tests (as appropriate). To analyze construct validity, the 
associations between CPQ scores and the two global indicators were determined, using 
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Spearman correlation coefficient. Internal consistency was assessed by means of 
Cronbach’s alpha and test-retest reliability by means of Intra-class Correlation Coefficients 
(ICCs) calculated by the one-way analysis of variance random-effects parallel model [28, 
29]. 
 
RESULTS 
 
Characteristics of Participants 
Table 1 presents the characteristics of the pre-testing, validity and reliability 
study participants in terms of an age-specific CPQ group, gender and age. A summary of 
the data on sample characteristics is presented in Table 2. 
 
Table 1. Distribution of children in accordance with groups, gender and age in each of the 
study phases 
Pre-testing study Validity study Test-retest reliability study 
 
 
n % n % n % 
8-10 20 25.0 90 43.0 20 40.0 CPQ group 
11-14 60 75.0 120 57.0 30 60.0 
Boy 27 33.8 105 50.0 22 44.0 Gender  
Girl 53 66.2 105 50.0 28 56.0 
8 yrs 6 7.5 30 14.3 5 10.0 
9 yrs 9 11.25 30 14.3 7 14.0 
10 yrs 5 6.25 30 14.3 8 16.0 
11 yrs 18 22.5 30 14.3 12 24.0 
12 yrs 16 20.0 30 14.3 8 16.0 
13 yrs 14 17.5 30 14.3 5 10.0 
Age  
14 yrs 12 15.0 30 14.3 5 10.0 
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Table 2. Summary Data on Sample Characteristics 
CPQ8-10 group CPQ11-14 group  
Boys Girls All combined 
 
Boys Girls All combined 
Number (%) 45 (50.0) 45 (50.0) 90 (100.0) 60 (50.0) 60 (50.0) 120 
Mean age (SD) 9.0 (0.8) 9.0 (0.8) 9.0 (1.0) 12.5 (1.1) 12.5 (1.1) 12.5 (1.3) 
Dental caries experience       
 Permanent dentition       
  Mean DMFT (SD) 0.4 (0.8) 0.6 (1.2) 0.5 (1.0) 1.3 (1.5) 1.8 (2.1) 1.5 (1.9) 
  Number with DMFT > 0 (%) 11 (24.4) 15 (33.3) 26 (28.8) 33 (73.3) 31 (68.8) 64 (53.3) 
  Number with DMFT > 3 (%) 1 (2.2) 2 (4.4) 3 (3.3) 14 (31.1) 18 (40.0) 32 (26.6) 
 Primary dentition       
  Mean dmft (SD) 1.2 (2.0) 1.5 (1.6) 1.4 (1.8) 0.1 (0.8) 0.1 (0.6) 0.1 (0.7) 
  Number with dmf > 0 (%) 18 (40.0) 30 (66.6) 48 (53.3) 3 (6.6) 4 (8.8) 7 (5.8) 
  Number with dmft > 3 (%) 6 (13.3) 6 (13.3) 12 (13.3) 1 (2.2) 1 (2.2) 2 (1.6) 
Malocclusion       
  Mean DAI score (SD) 25.1 (5.8) 28.7 (10.4) 26..9 (8.6) 23.9 (6.1) 24.5 (6.9) 24.2 (6.5) 
Treatment need category       
  Minor/none (%) 29 (64.4) 21 (46.6) 50 (55.6) 43 (95.5) 38 (84.4) 81 (67.5) 
  Definitive (%) 7 (15.5) 6 (13.3) 13 (14.4) 7 (15.5) 11 (24.4) 18 (15) 
  Severe (%) 8 (17.7) 11 (24.4) 19 (21.1) 4 (8.8) 5 (11.1) 9 (7.5) 
  Handicapping (%) 1 (2.2) 7 (15.5) 8 (8.9) 6 (13.3) 6 (13.3) 12 (10.0) 
Fluorosis       
  Mean DI score (SD) 0.5 (1.2) 0.7 (1.4) 0.6 (1.3) 0.3 (0.7) 0.5 (1.0) 0.4 (0.9) 
  Number with DI > 0 (%) 8 (17.7) 9 (20.0) 17 (18.8) 9 (20) 11 (24.4) 20 (16.6) 
  Number with DI > 3 (%) 6 (13.3) 8 (17.7) 14 (15.5) 1 (2.2) 4 (8.8) 5 (4.1) 
Gingivitis       
  Mean CPI score (SD) 0.3 (0.5) 0.3 (0.5) 0.3 (0.5) 0.4 (0.5) 0.3 (0.5) 0.4 (0.5) 
  Number with absence of gingivitis 32 (71.1) 31 (68.8) 63 (70.0) 34 (75.5) 40 (88.8) 74 (61.7) 
  Number with presence of gingivitis 13 (28.8) 14 (31.1) 27 (30.0) 
 
26 (57.7) 20 (44.4) 46 (38.3) 
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Pre-testing Results 
While the CPQ8-10 group was able to answer all questions of the questionnaire, 
CPQ11-14 group did not understand some questions. Initially, questions 4 (“How much does 
the condition of your teeth, lips, jaws or mouth affect your life overall?”) and 11 (“In the 
past 3 months, because of your teeth, lips, mouth or jaws, how often have you breathed 
through your mouth?”) showed an index of “not understand” exceeding 15%. The wording 
of the questions was changed and the third Portuguese version of CPQ11-14 was self-applied 
on a new sample of 20 children. Only one question (40, “In the past 3 months, because of 
your teeth, lips, mouth or jaws, how often have other children made you feel left out?”) was 
misunderstood and changed. The fourth Portuguese version was considered appropriated by 
more than 95% of CPQ11-14 group. 
 
CPQ Descriptive Statistics 
There were no missing data. The CPQ8-10 and CPQ11-14 scores ranged from 2 to 
100 and from 0 to 103, with a mean of 25.5 and 23.9, and a standard deviation of 20.6 and 
21.9, respectively (Table 3). There were no children in CPQ8-10 group with floor effect 
(score=0) and one child with ceiling effect (score=100). Furthermore, in CPQ11-14 group, 
there was one child with floor effect and no participant with ceiling effect. The subscale 
scores showed substantial variability for both groups (Table 3).  
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Table 3. Descriptive statistics for the CPQ overall and subscale scores and sample 
distribution for floor and ceiling effects 
 CPQ Overall Score CPQ Domain Scores 
  Mean ± SD Range Floor effect * Ceiling effect † 
    n % n % 
CPQ8-10 Total scale (0-100) ‡ 25.5±20.6 2-100 0 0.0 1 1.1 
 Subscales       
     OS (0-20)‡ 7.9±4.1 0-20 1 1.1 3 3.3 
      FL (0-20)‡ 4.8±4.9 0-20 16 17.7 2 2.2 
     EW (0-20)‡ 5.9±5.1 0-20 8 8.8 2 2.2 
     SW (0-40)‡ 7.5±8.9 0-40 19 21.1 2 2.2 
CPQ11-14 Total scale (0-148)‡ 23.9±21.9 0-103 1 0.8 0 0.0 
 Subscales       
     OS (0-24)‡ 6.4±5.3 0-23 1 0.8 0 0.0 
      FL (0-36)‡ 5.7±5.5 0-24 17 14.1 0 0.0 
     EW (0-36)‡ 6.9±7.4 0-34 23 19.1 0 0.0 
     SW (0-52)‡ 4.9±7.0 0-39 35 29.1 0 0.0 
OS, oral symptoms; FL, functional limitations; EW, emotional well-being; SW, social well-being 
* Percentage of children with 0 score 
† Percentage of children with maximum scores 
‡ ( ) = range of possible values  
 
Discriminant and Construct Validity 
 
Child Perceptions Questionnaire (CPQ8-10) 
There was a distinct gradient in mean CPQ8-10 scores across the categories of 
caries severity, whereby those in the ‘dmft≥3’ category had the highest and those in the 
‘dmft=0’ category had the lowest CPQ8-10 score, on average. Such a gradient was also 
observed with respect to the social well-being domain scores, but not as regards the other 
three domains.  While there was an apparent difference in CPQ11-14 scores across the 
categories of DMFT, it did not quite reach statistical significance (Table 4). Girls had 
higher CPQ8-10 scores overall, as well as higher scores for oral symptoms, emotional and 
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social well-being than boys. Children without gingivitis had CPQ8-10 higher scores for 
overall and emotional well-being domain. No clear statistically significant gradients were 
observed with respect to the CPQ8-10 scores and the following variables: age, malocclusion 
and fluorosis (Table 4).  
There were significant positive correlations between CPQ8-10 scale scores and 
global oral health ratings (p<0.001) and overall well-being (p<0.001). Significant 
correlations were also observed between the scores for all subscale scores and both global 
ratings (Table 6). 
 
Child Perceptions Questionnaire (CPQ11-14) 
Children with a greater dmft experience had higher CPQ11-14 overall scores, as 
well as higher scores for oral symptoms, emotional and social well-being. No clear 
statistically significant gradients were observed in mean CPQ11-14 scores across the 
categories of DMFT, fluorosis and malocclusion severity (Table 5). There were significant 
differences among eleven- and fourteen-year-old children in the oral symptoms domain 
score, with the former being the highest and the latter being the lowest. No clear 
statistically significant gradients were observed in mean CPQ11-14 scores across gingivitis 
categories. While there was an apparent gender difference in the CPQ11-14 score, it did not 
statistical significant (Table 5). 
As an index of construct validity, Spearman’s correlation was highly significant 
at the 0.001 level with both global indicators for the CPQ11-14 total scale and all subscales 
(Table 6). 
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      Table 4. CPQ8-10 scores by categories of clinical data  
  CPQ8-10 Overall Score CPQ8-10 Domain Scores 
   
 
Oral Symptoms Functional Limitations Emotional Well-being Social Well-being 
 
 n Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) 
Gender            
    Boy 45 12.0 20.8 (20.6)** 7.0 7.1 (4.0)* 2.0 4.5 (5.2) 3.0 4.8 (5.1)** 2.0 5.7 (8.9)** 
    Girl 45 25.0 30.2 (19.8)** 8.0 8.8 (4.0)* 4.0 5.2 (4.5) 6.0 7.0 (4.8)** 8.0 9.3 (8.6)** 
Age            
    8 30 16.5 24.7 (23.3) 7.0 7.6 (4.3) 2.0 4.6 (5.4) 3.0 5.0 (5.2) 3.0 7.6 (10.5) 
    9 30 24.0 27.5 (18.2) 8.5 8.7 (3.5) 5.0 5.5 (4.3) 6.0 6.8 (4.9) 7.0 8.2 (7.2) 
    10 30 21.0 24.3 (20.7) 7.0 7.5 (4.5) 2.5 4.4 (4.9) 5.0 5.8 (5.0) 4.5 6.8 (8.7) 
Dental caries            
    DMFT = 0 64 18.0 23.2 (17.7) 7.0 7.6 (3.7) 3.0 4.6 (4.5) 4.0 5.3 (4.5) 4.0 6.6 (7.7) 
    DMFT = 1 15 24.0 30.4 (29.6) 8.0 8.6 (5.2) 5.0 6.2 (6.3) 6.0 7.1 (6.5) 4.0 8.7 (12.8) 
    DMFT ≥ 2 11 34 32.3 (21.7) 9.0 8.9 (4.9) 4.0 4.5 (4.7) 7.0 7.6 (5.6) 11.0 11.2 (8.8) 
    dmft = 0 42 16.5 22.2 (18.0) 7.0 7.2 (4.1) 3.0 4.2 (4.5) 4.0 5.1 (4.9) 3.5 5.7 (7.5)* 
    dmft = 1 or 2 31 21.0 25.6 (18.9) 8.0 8.0 (3.7) 3.0 4.5 (4.4) 4.0 5.6 (4.6) 6.0 7.4 (8.0) 
    dmft ≥ 3 17 28.0 33.5 (27.8) 10.0 9.6 (4.6) 5.0 6.8 (6.2) 7.0 8.3 (5.9) 10.0 12.2 (11.8)* 
Fluorosis            
    0 73 23.0 26.7 (21.8) 8.0 8.1 (4.3) 4.0 5.1 (5.1) 4.0 6.1 (5.4) 5.0 8.1 (9.5) 
    ≥ 1     17 18.0 20.5 (13.8) 7.0 7.4 (3.4) 3.0 3.6 (3.5) 5.0 5.1 (3.6) 4.0 4.8 (4.9) 
Gingivitis            
    Absence 63 25.0 28.9 (22.9)* 8.0 8.4 (4.5) 4.0 5.3 (5.3) 5.0 6.9 (5.4)** 5.0 8.5 (9.8) 
    Presence 27 16.0 17.6 (10.9)* 7.0 6.9 (3.0) 3.0 3.8 (3.7) 2.0 3.4 (3.1)** 3.0 5.3 (5.6) 
Malocclusion            
    Minor/none 50 17.0 21.7 (17.3) 8.0 7.4 (4.0) 3.5 4.5 (4.3) 4.0 5.3 (4.8) 3.0 5.7 (6.9) 
    Definitive 13 25.0 35 (29.8) 8.0 9.6 (4.6) 5.0 6.8 (7.0) 5.0 7.8 (6.4) 6.0 10.8 (13.9) 
    Severe 19 22.0 26.7 (17.7) 7.0 8.1 (3.5) 3.0 3.8 (3.7) 5.0 5.9 (4.6) 7.0 8.9 (8.0) 
   Handicapping 8 23.0 31.1 (26.4) 8.0 8.5 (5.3) 5.0 6.5 (6.2) 4.5 5.9 (5.7) 7.0 10.3 (10.4) 
*p≤0.05      
**p≤0.01 
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Table 5. CPQ11-14 scores by categories of clinical data 
  CPQ11-14 Overall Score CPQ11-14 Domain Scores 
   
 
Oral Symptoms Functional Limitations Emotional Well-being Social Well-being 
 
 n Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) 
Gender            
    Male 60 15.0 20.3 (17.4) 5.5 5.59 (3.5) 4.0 5.1 (4.6) 3.0 5.2 (5.8) 2.0 4.1 (6.3) 
    Female 60 19.0 27.6 (25.2) 5.5 7.0 (6.7) 4.0 6.3 (6.3) 6.5 8.5 (8.5) 3.0 5.7 (7.7) 
Age            
    11 30 17.5 26.9 (25.2) 7.5 7.4 (4.1)* 4.0 5.3 (4.7) 4.5 7.6 (8.4) 3.0 6.5 (9.7) 
    12 30 23.5 28.7 (22.9) 6.0 8.2 (8.2) 5.5 7.1 (6.0) 4.5 8.1 (7.7) 4.0 5.3 (5.8) 
    13 30 10.5 19.3 (21.1) 4.0 5.4 (3.9) 3.5 4.7 (5.5) 2.0 4.9 (7.4) 1.0 4.2 (6.9) 
    14 30 15.0 20.7 (17.0) 4.0 4.7 (3.0)* 3.5 5.7 (5.8) 5.0 6.8 (6.0) 2.0 3.5 (4.6) 
Dental caries            
    DMFT = 0 55 24.0 23.1 (23.1) 8.5 6.1 (4.8) 5.0 5.5 (5.6) 6.0 6.9 (7.9) 7.0 4.8 (7.4) 
    DMFT = 1 or 2 32 6.0 5.6 (2.8) 6.0 5.6 (2.8) 4.5 5.5 (4.6) 4.0 6.8 (6.3) 2.0 4.1 (5.9) 
    DMFT ≥ 3 32 17.0 26.9 (24.8) 6.0 7.8 (7.6) 4.0 6.3 (6.2) 4.0 6.9 (7.8) 3.0 5.9 (7.5) 
    dmft = 0 113 15.0 22.4 (20.5)* 5.0 6.2 (5.4)* 4.0 5.4 (5.2) 4.0 6.4 (6.9)** 2.0 4.3 (6.4)** 
    dmft ≥ 1 7 48.0 48.4 (30.5)* 13.0 9.9 (3.8)* 12.0 10.3 (8.0) 12.0 15.0 (10.6)** 11.0 14.0 (10.6)** 
Fluorosis            
    0 100 17.0 24.9 (22.4) 6.0 6.7 (5.5) 4.0 5.9 (5.8) 4.0 7.1 (7.3) 2.0 5.2 (7.5) 
    ≥ 1     20 14.0 19.0 (18.8) 5.0 5.1 (4.1) 4.0 4.7 (4.1) 2.0 5.8 (8.3) 2.0 3.4 (3.6) 
Gingivitis            
    Absence 74 15.0 21.2 (19.4) 5.0 5.6 (3.7) 3.5 5.1 (5.4) 4.0 6.2 (6.6) 2.0 4.3 (6.1) 
    Presence 46 18.5 28.3 (25.0) 6.0 7.9 (7.0) 5.0 6.7 (5.6) 4.0 7.9 (8.5) 2.5 5.9 (8.3) 
Malocclusion            
    Minor/none 81 15.0 20.9 (19.5) 5.0 5.7 (3.5) 4.0 5.0 (4.9) 3.0 5.9 (7.1) 2.0 4.2 (6.4) 
    Definitive 18 24.0 32.1 (24.8) 7.0 9.7 (9.8) 6.0 8.1 (7.4) 7.0 8.8 (7.1) 4.5 5.6 (5.6) 
    Severe 9 22.0 37.0 (34.0) 4.0 8.1 (7.1) 9.0 7.9 (6.6) 9.0 11.2 (10.6) 6.0 9.8 (13.2) 
   Handicapping 12 17.5 21.9 (17.5) 5.5 5.4 (2.6) 4.0 5.1 (4.6) 7.0 6.8 (6.4) 2.5 4.6 (6.4) 
*p≤0.05      
**p≤0.01 
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 Table 6. Construct validity rank correlations between CPQ scores and global rating of oral health and overall well-being 
 CPQ8-10 (n=90) CPQ11-14 (n=120) 
 
Oral Health Overall Well-being Oral Health Overall Well-being 
 
r
a
 pb ra pb ra pb ra pb 
Total scale 0.38 <0.001 0.39 <0.001 0.43 <0.001 0.60 <0.001 
Subscales         
    Oral symptoms 0.34 0.001 0.34 <0.001 0.35 <0.001 0.46 <0.001 
    Functional limitations 0.27 0.008 0.37 <0.001 0.29 0.001 0.51 <0.001 
    Emotional well-being 0.43 <0.001 0.50 <0.001 0.41 <0.001 0.56 <0.001 
    Social well-being 0.35 <0.001 0.38 <0.001 0.41 <0.001 0.52 <0.001 
 a
  Spearman’s correlation coefficient 
 b
  p-value 
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CPQ Reliability 
Cronbach’s alpha for both of the
 
groups as a whole was 0.95 (Table 7). For the 
domains of CPQ8-10 and CPQ11-14 groups, the coefficient ranged from 0.67 for oral 
symptoms to 0.92 for social well-being, and from 0.75 for oral symptoms to 0.90 for 
emotional well-being, respectively, indicating acceptable to good internal consistency 
reliability. 
The ICC was 0.96 for the overall CPQ8-10 scores, indicating perfect agreement, 
and for the domains it ranged from 0.85 to 0.94, indicating excellent agreement. For CPQ11-
14 group, the ICC for the overall scale was 0.92, indicating substantial agreement. The ICC 
for the CPQ11-14 subscales ranged from 0.78 to 0.95, indicating substantial to perfect test-
retest reliability (Table 7).  
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         Table 7. CPQ8-10 and CPQ11-14 Reliability Statistics 
 CPQ8-10  CPQ11-14  
 Number 
of Items 
Cronbach’s 
Alpha (n=90) 
ICC (95% CI)* 
(n=20) 
Number of  
Items 
Cronbach’s 
Alpha (n=70) 
ICC (95% CI)*  
(n = 30) 
Total scale 25 0.95 0.96 (0.89-0.98) 37 0.95 0.92 (0.80-0.96) 
Subscales  
Oral symptoms 5 0.67 0.85 (0.38-0.90) 6 0.75 0.84 (0.62-0.93) 
Functional   limitations 5 0.82 0.88 (0.70-0.95) 9 0.81 0.78 (0.48-0.91) 
Emotional well-being 5 0.84 0.94 (0.85-0.97) 9 0.90 0.86 (0.62-0.93) 
Social well-being 10 0.92 0.94 (0.86-0.97) 13 0.89 0.95 (0.85-0.97) 
 * One-way random effect parallel model 
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DISCUSSION 
The CPQ have previously been developed and tested in a clinical convenience 
sample of children in Canada [15, 16]. Every time an instrument is used in a new context or 
with a different group of individuals, it is necessary to re-establish its psychometric 
properties. In this study, the CPQ8-10 and CPQ11-14 were applied to a general sample of 
schoolchildren (8 to 14 yrs of age) in a country (Brazil) with a different cultural context. 
Prior to validity and reliability tests, the questionnaires were translated, back-translated and 
cross-culturally adapted in order to ensure their conceptual and functional equivalences.  
The following subheadings discuss the results. 
 
CPQ Pre-testing 
At the pre-testing stage, children from 8 to 10-years-old were able to answer all 
questions in the questionnaire, whereas in the Jokovic et al. [15] study, 8-yr-old children did 
not relate to the introductory/transition statement: “In the past 4 weeks, because of your 
teeth or mouth...”, when responding to the questions, and required either a simpler format or 
an interviewer supervised/administered questionnaire. Moreover, in the present study, the 
children of CPQ11-14 group did not understand some of the questions, and required some of 
the words to be changed to guarantee their cultural equivalence. A few problems were also 
encountered in the Arabic translation of CPQ11-14 with regard to self-reporting of age, and 
the questionnaire
 
was too long for many of the medically compromised patients [20]. 
Translating and adapting a questionnaire developed in one country for use in another usually 
results in some changes in the wording, which facilitated the development of a culturally 
relevant instrument [11, 13, 14, 16, 20], being a strong point of the methodology for using 
an instrument in a different setting. 
 
CPQ Feasibility and Measurement Sensitivity 
The questionnaires and their components demonstrated remarkable feasibility in 
that there were no missing data. Furthermore, the range of overall and subscale scores 
showed that both questionnaires detected substantial variability in children’s perceptions of 
their OHRQoL indicating their substantial measurement sensitivity (Table 3). According to 
  76 
the literature, QoL means different things to different people and can change over time [30, 
31] contributing to variations in the meaning of QoL between and within a group of 
individuals.  
 
CPQ Discriminant and construct validity 
When testing discriminant validity, a clear ascending gradient was observed for 
oral symptoms among children aged 11-14 years, with those aged 11 years being the 
highest and those aged 14 years being the lowest (Table 5); however, this was not observed 
for the CPQ8-10 group (Table 4). This reflects the fact that children’s understanding of oral 
health and well-being are also affected by age-related experiences [4, 13]. During mixed 
dentition (8-12-yr-old), children experienced many problems related to natural processes, 
such as exfoliating primary teeth, dental eruption, or space due to a non-erupted permanent 
tooth, which simultaneously affect their QoL. On the other hand, these conditions were not 
reported as important causes of oral impacts in other age groups [32, 33]. After 12 years of 
age, children will move from a transitional dentition, just as they will have altered their 
concepts of health and probably also have different expectations [22, 34]. 
While there was an apparent gender difference in the CPQ11-14 score, it did not 
quite reach statistical significance (Table 5). These findings suggested that girls tend to 
report higher impacts on QoL than boys, on average. However, in the Foster Page et al. [5] 
study, the mean emotional well-being domain score was higher for girls than for boys. One 
explanation for these variations is related to the differences in the characteristics of selected 
samples between the Foster Page et al. [5] and the present studies, patient and general 
population samples, respectively.  
In CPQ8-10 group, girls had higher impacts on all CPQ8-10 scores than boys 
(Table 4). There are no studies in the literature that evaluated differences between genders 
related to oral impacts on QoL during middle childhood (6-10 yrs). Thus, further research 
on OHRQoL needs to be conducted using samples of this age-group in order to elaborate 
on the findings reported here. Furthermore, these findings were similar to the results of 
CPQ11-14 group. However, the difference in the significance between the results of the two 
groups may be explained by the particularity in the cognitive, emotional, functional, and 
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behavioral characteristics of each age-group [35, 36]. This implies that the comparison 
between the results related to age-specific CPQ groups should be interpreted with caution, 
since they are heterogeneous in terms of stage of development.  
Concerning dental caries experience, it was hypothesized that children with 
more severe caries would have higher impacts on their QoL, corroborating with recent 
studies [5, 6, 9, 20]. However, only primary dentition showed significant correlation with 
both CPQ scores (Tables 4 and 5). There was an ascending difference between dmft and all 
CPQ11-14 domains, except for functional limitations. Such a gradient was also observed with 
respect to the CPQ8-10 social well-being domain, but not with the others. These findings 
may explained by the fact that adolescents had experienced untreated disease for longer 
than the younger participants, also reflecting the health view as multidimensional concept 
during early adolescence [37]. 
Analysis within DMFT were not statistically significant, but also provided some 
evidence to suggest that the CPQ8-10 scores were associated with the severity of this clinical 
condition in an expected direction (Table 4). Furthermore, no clear statistically significant 
gradient was observed with respect to the CPQ11-14 scores and DMFT categories (Table 5). 
Thus, comparative studies of caries development show that caries progresses more rapidly 
in primary teeth than in permanent teeth, supporting the hypothesis that deciduous enamel 
is more susceptible to caries than is permanent enamel [38-40]. Consequently, although 
dental caries was relatively prevalent in permanent dentition, it did not affect the child’s 
ability to perform daily activities. 
No clear gradients were observed in both mean CPQ scores across the categories 
of malocclusion severity (Tables 4 e 5). The results of other studies conducted to date are 
equivocal [5,41-43]. While some studies indicated good discriminant validity between 
children with different levels of malocclusion severity [5, 41], others did not [42, 43]. The 
lack of marked difference is also consistent with the contemporary models of 
disease/disorder and its consequences. The model by Wilson and Cleary [44] indicates the 
health outcomes experienced by an individual are not determined only by the nature and 
severity of the disease/disorder, but also by the personal and environmental characteristics. 
Moreover, different meanings of QoL vary between and within groups of individuals [45] 
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according to culture and education [32], contributing for distinct impacts of malocclusion 
on QoL. 
Although CPQ8-10 and CPQ11-14 scores tended to be lowest for the ‘fluorosis ≥1’ 
category and highest for children without dental fluorosis, differences were not significant 
(Tables 4 and 5). A potential explanation may be low disease levels in the sample. 
However, although the levels of fluorosis were low in the Robinson et al. [6] study, the 
Ugandan children experienced appreciable impacts on OHRQoL. These contradictory 
outcomes suggest that cultural norms and expectation influence children’s perception of 
their oral health and its effect on their QoL, as considered, since causal pathways between 
clinical variables may include individual and environment variables as both moderators and 
mediators [44]. 
Considering gingivitis, it was hypothesized that children without gingivitis 
would have higher CPQ8-10 scores (Table 4). These findings were contrary to other studies 
[4, 9]. The following explanations may account for the present results: the clinical 
instrument was not performed as a discriminant measure, the small sample size with oral 
disease, or that the impacts were mediated by a variety of factors, such as relevance. 
Moreover, while there was an ascending difference between preadolescents without and 
with gingivitis, it did not quite reach statistical significance (Table 5). The lack of marked 
difference may be due to the low disease levels in the sample, which caused immeasurably 
low levels of impact. Furthermore, the way people feel about their QoL also needs to be 
considered, since it does not develop in isolation from their existing expectations (that 
constrain what is relevant) as well as environment in which the margins of relevance are 
constructed [45]. 
Different oral diseases were evaluated in this study due to the distinct clinical 
characteristics that were expected to have differential effects on the children’s QoL, thus 
maximizing variation for validity testing. However, discriminant validity was sporadic, 
inconsistent or non-existent for measures of clinical status (Tables 4 and 5). The literature 
is still controversial with regard to discriminant validity related to clinical variables [15, 16, 
19, 20]. The prevalence of oral impacts on QoL is dependent on the nature of the evaluated 
sample. In this sense, it is expected that if the study included a “patient” sample [46], the 
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prevalence of impacts will be extremely high. In this context, the results of the present 
study were acceptable, since convenience samples are more likely to be subject to various 
biases. Nonetheless, as stated by Locker and Slade [47], health and disease belong to 
different dimensions of human experience, so paradoxes occur when disease is assumed by 
researches to cause an impact. Relevance is also possibly the intervening variable 
mediating between disease and impact [45]. Consequently, the results should not be 
generalized to all children with specific needs. 
Finally, the results of this study suggested that both questionnaires have good 
construct validity (Table 6). Significant correlations were shown between global rating of 
oral health and overall well-being and the total scale and all subscales. It also indicates that 
children are able to give psychometrically acceptable accounts concerning their health status 
and its overall effects on their lives [48]. 
 
CPQ Internal Consistency and Test-retest Reliability 
Both questionnaires have acceptable reliability with the internal consistency [49] 
and test-retest reliability [53] (Table 7). Cronbach’s alpha and ICCs found in this study were 
similar to the results from Canada [15, 16]. However, in the Jokovic et al. [15] study, the 
ICC for the social well-being subscale was low at 0.16, suggesting that children are more 
likely to experience variability over time in social functioning and experiences than in 
physical and emotional effects of oral and orofacial conditions. An alternative explanation 
for these contradictory outcomes is that enjoying contact with people might be an inherently 
unstable construct to children, which varies with time [51]. 
In addition, children are, in a sense, ‘moving targets’ not just because childhood 
is a period with immense changes in psychosocial awareness, but because the children’ 
dental and facial features change rapidly [52]. Furthermore, children’s cognitive 
development varies such that the wording of items, specific dimensions and their relevance 
and meaning to children of similar ages can differ and the changes in a child over time can 
make repeated measurements difficult to compare [53]. 
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CONCLUSIONS 
In conclusion, the Portuguese version of both questionnaires showed good 
construct validity, internal consistency, reliability and test-retest reliability, but 
demonstrated sporadic discriminative validity. Thus, the relationship between child 
OHRQoL and clinical indicators should be interpreted with caution, since the 
inconsistencies found in the relationships between clinical data and OHRQoL may not be 
due to the psychometric properties of the measures, but due to the fact that impacts are 
mediated by others factors, such personal, social and environmental variables.  
Moreover, given the cross-sectional nature of the data studies, the observed 
findings could address only the descriptive and discriminative potential of OHRQoL 
measures in relation to child oral conditions. Therefore, longitudinal studies that assess the 
evaluative properties of these OHRQoL measures need to be conducted, since the QoL 
means different things to different people and can change over time contributing to 
variations in the meaning of QoL between and within individuals. 
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ABSTRACT 
Objectives: The aim of this study was to translate the Parental Perceptions 
Questionnaire (PPQ) into Portuguese, to make necessary cultural adaptations, to evaluate 
its validity and reliability and to assess the agreement between parents and children 
concerning the child’s oral health-related quality of life (OHRQoL). Methods: Parents were 
recruited from general populations for pre-testing (n=20), validity (n=210) and test-retest 
reliability (n=20) studies. A total of 210 pairs of parents and children completed the PPQ 
and the Child Perceptions Questionnaires (CPQ8-10 and CPQ11-14). Results: The PPQ 
discriminated among the categories of malocclusion and dmft. The PPQ showed good 
construct validity. The Cronbach’s alpha and intraclass correlation coefficients were 0.92 
and 0.95, respectively. There was systematic under-reporting in parents’ assessments for 
younger children, and moderate agreement between them. At group and individual levels, 
agreements between parents and preadolescents were good and excellent, respectively. The 
level of agreement for both groups varied according to the severity of the oral condition. 
Conclusions: The Portuguese version of PPQ is valid and reliable. Some parents have 
limited knowledge about child OHRQoL. Given that parental and child reports measure 
different realities concerning the child’s OHRQoL, information provided by parents can 
complement the child’s evaluation. 
 
Key words: agreement; children; oral health-related quality of life; parent; validity 
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INTRODUCTION 
Over the past two decades there has been substantial development of oral health-
related of quality of life (OHRQoL) assessments [1]. These were generated for adult 
participants. Nowadays, there is interest in children’s quality of life (QoL) [2, 3], which 
includes social, psychological and functional aspects [4], as well as oral health [4, 5]. 
However, QoL measurement in children involves special methodological problems, such as 
their ability to understand, at different stages of development [6, 7].  
The Child Oral Health Quality of Life Questionnaires (COHQoL) were 
constructed to be applicable to children with a wide variety of oral conditions, to conform 
to contemporary concepts of child health, and to accommodate developmental differences 
among children of different ages. These consist of questionnaires for the age range from 
eight to ten years (Child Perceptions Questionnaire - CPQ8–10) [8] and from eleven to 
fourteen years (CPQ11–14) [9].  
It has been suggested that the difficulties encountered when measuring child 
OHRQoL, due to the nature and number of changes during childhood, can be minimized by 
having a proxy, a parent, guardian or other primary caregiver, to report on the child’s QoL 
[4, 10]. Therefore, the COHQoL also incorporated a questionnaire for parents that evaluates 
their perceptions about their child’s OHRQoL (Parental Perceptions Questionnaire – PPQ) 
[11], as well as a scale to assess the effect of oral disorders on family functioning [12]. 
However, this approach raises several concerns as to how well a proxy’s report 
represents the reality experienced by a child, as well as issues such as the depth of parental 
awareness and the effect of social desirability [13]. The results of studies conducted to date 
are inconclusive. While some studies indicated good agreement between parent and child 
[14-16], others have found low concordance [13, 17].  
Nevertheless, there is still value in obtaining parent/caregiver reports. Parsons et 
al. [18] have suggested that parents/caregivers are often the principal decision makers with 
respect to a child’s health and their perceptions can have a major influence on treatment 
choices. Furthermore, health care often provides for parents’ needs rather than those of 
children. Consequently, leading investigators in the field have suggested that the views of 
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both groups of informants are necessary, since they provide complementary information 
[11, 12, 19]. 
The objective of this study was to translate the PPQ into Portuguese for use in 
the Brazilian parent/caregiver population, to make necessary cultural adaptations, to test its 
performance in terms of validity and reliability and to evaluate the concordance between 
parent and child concerning the child’s OHRQoL. 
 
MATERIALS AND METHODS 
The data presented in the paper come from two studies. Study 1 evaluated the 
translation, cross-cultural adaptation, validity and reliability of the PPQ in a Brazilian 
population of parents. Study 2 involved parent and child pairs and assessed the extent of 
agreement between their reports. 
 
Study 1: Translation, cross-cultural adaptation, validity and reliability of PPQ 
The process of cross-cultural adaptation of PPQ was made according to the 
Guillemin guidelines [20]. Firstly, the PPQ was translated from English to Portuguese by 
two Pediatric Dentists fluent in both languages. A conceptual, non-literal translation was 
emphasized. The translations were compared by the first author (TSB) and a first 
Portuguese version was achieved. Next, a back-translation into English was done by two 
native English speakers, both unaware of the objectives of the study. Next, a committee 
review constituted by three dentist researchers and the first author (TSB) compared source 
and final versions, solving discrepancies and considering cross-cultural equivalence, thus 
reaching the second version. 
In the pre-testing stage, a convenience sample of 20 parents, recruited from the 
Department of Pediatric Dentistry (Piracicaba Dental School, State University of 
Campinas), replied to the questionnaire in order to check for errors and deviations in the 
translations. Furthermore, in each question the alternative “I didn’t understand” was added 
to identify the questions not understood by the parents, i.e. considered culturally 
inappropriate. The cultural equivalence of the questionnaire was guaranteed when no 
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question with the alternative item had been considered “not applicable” by 15% or more of 
the parents. 
The performance of PPQ was assessed in a validity and reliability study. A new 
convenience sample consisting of 210 parents of students from public schools in 
Piracicaba, São Paulo, Brazil was recruited. The parents were approached through an 
informative letter, a consent form and the PPQ. They were invited to complete the PPQ in 
their home and independently of their children. On the next day, the researcher collected 
the consent forms and the answered questionnaires from the children at the school. For 
assessment of test-retest reliability, the PPQ was completed two times at a two-week 
interval by a subgroup of 20 parents.  
 
Study 2: Association between parental and child reports about child OHRQoL 
Participants were 210 children aged 8-14 years and their parents. They are 
referred to in this study as the child
 
group (90 children aged 8 to 10 years) and 
preadolescent group (120 children aged 11 to 14 years), respectively. Convenience samples 
were recruited from general populations attending five public schools in Piracicaba. The 
children and their parents consented to participating in the study. All aspects of the study 
were approved by the Ethics Committee of Piracicaba Dental School (No. 021/2006), State 
University of Campinas.  
 
Data collection 
Data were collected using the PPQ and the Portuguese version of the CPQ1 for 
children aged 8-10 years (CPQ8-10) and 11-14 years (CPQ11-14). These formed the 
components of the COHQoL that had been designed to assess the impact of oral conditions 
on the QoL of children and their families [8, 9, 11]. They are both self-completed, and were 
administered to the parents and their children independently. Items of the CPQ and PPQ 
used Likert-type scales with response options of “Never” = 0; “Once or twice” = 1; 
“Sometimes” = 2; “Often” = 3; and “Very often” = 4. For the CPQ11-14 and PPQ the recall 
                                                 
1
 Barbosa TS, Gavião MB. Validity and reliability of the Brazilian translation of the Child Perceptions 
Questionnaires (CPQ8-10 and CPQ11-14). Unpublished data.  
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period was 3 months, while for that of the CPQ8-10 it was 4 weeks. Items are grouped into 
four domains: oral symptoms, functional limitations, emotional well-being and social well-
being.  
The children were clinically examined for common dental caries, gingivitis, 
fluorosis and malocclusion by two examiners calibrated in accordance with the criteria of 
the WHO Oral Health Surveys: Basic Methods [21]. The oral conditions were quantified 
using DMFT, dmft, Community Periodontal Index, Dean Index [22] and Dental Aesthetic 
Index [23], respectively. All examinations took place in the classroom setting with natural 
daylight as the source of lighting. Analyses performed on the inter-examination recordings 
gave kappa statistics of 0.96 for DMFT/dmft, 0.73 for gingivitis score; 0.80 for fluorosis 
scores and 0.88 for malocclusion scores. Duplicate clinical examinations were carried out 
on randomly selected sub-sample 20 individuals, resulting in kappa scores of 0.95 for 
DMFT/dmft; 0.81 for gingivitis; 0.80 for fluorosis and 0.97 for malocclusion. 
 
Data analysis 
Data from the Study 1 were used to evaluate validity and internal consistency 
reliability of the PPQ. Overall and subscale scores for the PPQ were calculated by summing 
the response codes for the questionnaire items. The value zero was assigned to each “don’t 
know” (DK) response prior to the calculation of scores. The choice of zero was based on 
data from the Jokovic et al. [14] study. These data indicated that when parents gave a DK 
response to an item, in the majority of cases their children responded “Never” to that item. 
To test construct validity, the associations between the scale scores and global ratings were 
determined using Spearman correlation coefficient. Discriminant validity was assessed by 
comparing overall and domain scores for the different oral conditions. The variation in 
scores according to the severity of the child’s condition was also examined, as this was 
feasible, given the clinical data that were collected. Since more distributions were 
asymmetrical, the Mann-Whitney or Kruskal-Wallis tests (as appropriate) were used in 
analyses performed. Internal consistency reliability of the scale and subscales was assessed 
by means of Cronbach’s alphas, and test-retest reliability by means of intraclass correlation 
coefficients (ICC) calculated using the one-way random effect parallel model [24]. 
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For Study 2 analysis, overall and domain scores for the PPQ and the CPQ
 
were 
calculated by summing the response codes. The relationship between parental and child 
reports was assessed in three ways: comparison of scores; correlation analyses for scores 
and global ratings and scatter plots of the scores of parent-child/preadolescents pairs. The 
comparison analyses assessed agreement at the level of the group, while the correlation 
analyses assessed agreement at the level of the individual pairs [25, 26]. 
In the comparison analyses, the mean of directional differences (i.e., accounting 
for the direction of differences, if positive or negative) was calculated, being indicative of 
bias in parent scores relative to those of the child. As positive and negative differences tend 
to cancel each other, the resulting mean indicates whether parental reports are 
systematically higher or lower than those of their children, and if they are, by how much 
[11]. When the mean of the directional differences was significantly different from zero, as 
determined by paired Student’s t-tests, this was interpreted as evidence of systematic bias 
[27, 28]. To examine the statistical magnitude of any observed systematic bias, the mean 
difference score was standardized by relating this score to its standard deviation. Given the 
similarity to effect size (d) calculations for paired observations [29], a standardized 
difference of d = 0.2 was taken to indicate a small bias, d = 0.5 a moderate bias, and d = 0.8 
a large bias.  
In the correlation analyses, the ICC was used as an indicator of chance-corrected 
between parent and child ratings at the individual level [27, 28]. The ICC was computed 
using the one-way analysis of variance random effects parallel model [30, 31]. The strength 
of agreement between the scores was based on the following standards for ICC: <0.2, poor; 
0.21-0.40, fair; 0.41-0.60, moderate; 0.61-0.80, substantial; and 0.81-1.0, excellent to 
perfect [32, 33]. The ICC was calculated for the overall and domain scores. 
The scatter plot was used to determine the visual representation of disagreement 
between parent-child/preadolescents pairs, and whether disagreement varies according to 
the extent to which the child’s well-being was compromised by the oral condition in 
question. That is, for each child, the difference between the parent and child/preadolescent 
scores (parent minus child score) was plotted against the average for each pair of scores 
(parent plus child score divided by 2) [27, 34]. When, depicted graphically, using the y axis 
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to show difference scores and the x axis to show average scores, perfect correspondence 
would be represented by a horizontal line through the ordinate of zero.  
 
RESULTS 
Characteristics of Participants 
Table 1 presents the characteristics of the Study 1 and Study 2 participants in 
terms of informant, gender, age, and clinical status of the children.  
 
Table 1. Parent/Caregiver informants and children characteristics  
 Study 1 Study 2 
 Pre-testing Validity Test-retest reliability Parent/Child agreement 
 
 
n % n % n % 
 
n % 
Informant         
 
 
     Child’s mother  15 75.0 181 86.1 19 95.0  181 86.1 
     Child’s father  2 10.0 21 10.0 1 5.0  21 10.0 
     Others  3 15.0 8 3.9 0 0.0  8 3.9 
Clinical status of children         
 
 
     Dental caries  - - 146 69.5 - -  146 69.5 
     Malocclusion  - - 79 37.6 - -  79 37.6 
     Fluorosis  - - 37 17.6 - -  37 17.6 
     Gingivitis  - - 73 34.7 - -  73 34.7 
Gender of child           
     Boy  12 60.0 105 50.0 13 65.0  105 50.0 
     Girl   8 40.0 105 50.0 7 35.0  105 50.0 
Age of child (years)           
     8-10  16 80.0 90 42.9 10 50.0  90 42.9 
     11-14    4 20.0 120 57.1 10 50.0  120 57.1 
 
Descriptive Statistics (Study 1) 
Although data were collected by self-completed questionnaire, there were no 
missing data. The number of DK responses per parent ranged from 0 to 17. Almost one-
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third (28.5%) of the parents had one or more,  16.6% had three or more, and 6.6% had six 
or more DK responses. Five items had a DK response from ≥5% of respondents and all of 
these were in the social well-being domain. The latter means that 5% of the parents could 
not answer half of the social well-being items. 
The PPQ total scale score ranged from 0 to 97, with a mean of 21.4 and a 
standard deviation of 17.7. These results indicate that the measure detected substantial 
variability in parent perceptions of child OHRQoL. A floor effect (i.e., score=0) was almost 
nonexistent, with only 2.3% of participants having zero scores; there was no ceiling effect 
(maximum possible score). The domain scores also showed substantial variability, with 
modest floor and no ceiling effects.  
 
Discriminant and Construct Validity (Study 1) 
Children with dental caries experience in primary teeth had higher overall 
scores, as well as higher scores for functional limitations, emotional and social well-being 
domains. No clear statistically significant gradient was observed with respect to the PPQ 
scores and DMFT severity, as well as fluorosis categories (Table 2). Concerning 
malocclusion, there were distinct differences in both overall and functional limitation 
scores between those who were in the ‘Severe’ category for malocclusion and the 
remainder. A clear, but not significant gradient was observed in mean PPQ
 
scores across 
gingivitis categories (Table 2). 
 In relation to construct validity, there were positive correlations between the 
overall scores and the ratings for oral health and overall well-being. The rank correlation 
coefficient was higher for the overall well-being rating (r=0.57; P<0.001) than the oral 
health rating (r=0.52, P<0.001). Positive correlations were also observed between all 
subscale scores and both global ratings (Table 3). 
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Table 2. Discriminant validity: PPQ scores by categories of clinical data 
  CPQ Overall Score CPQ Domain Scores 
   Oral Symptoms Functional Limitations Emotional Well-being Social Well-being 
 n Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) Median  Mean (SD) 
Dental caries            
     DMFT = 0 119 16.0 20.2 (17.0) 4.0 5.1 (3.3) 4.0 5.6 (5.0) 3.0 5.0 (6.0) 3.0 4.3 (5.1) 
     DMFT = 1 or 2 53 17.0 19.9 (13.9) 6.0 5.5 (3.7) 5.0 6.0 (4.5) 3.0 4.6 (4.7) 2.0 3.6 (4.0) 
     DMFT ≥ 3 38 20.0 26.9 (23.0) 5.0 6.1 (4.7) 6.5 7.7 (6.7) 4.5 6.5 (6.3) 4.0 6.4 (8.0) 
    dmft = 0 155 15.0 18.9 (17.2)a 4.0 5.1 (3.8) 4.0 5.3 (5.0)a 3.2 4.5 (5.5)a 2.0 3.8 (5.5)a 
    dmft = 1 or 2 36 22.0 26.1 (16.3)b 5.0 5.6 (2.8) 7.0 7.8 (5.0)b 5.5 6.4 (6.1)b 5.5 6.2 (5.4)b 
    dmft ≥ 3 19 31.0 31.7 (19.0)b 7.0 7.0 (4.4) 9.0 9.5 (6.0)b 7.0 8.3 (6.1)b 6.0 6.7 (5.3)b 
Fluorosis            
    0 173 18.0 22.5 (18.4) 5.0 5.6 (3.9) 5.0 6.5 (5.5) 4.0 5.5 (5.9) 3.0 4.8 (5.8) 
     1 or 2 18 9.0 14.6 (14.4) 4.0 3.9 (3.3) 2.5 3.9 (4.0) 1.5 3.2 (4.1) 2.0 3.5 (4.6) 
    ≥ 3 19 14.0 17.0 (10.9) 4.0 4.8 (1.4) 4.0 4.6 (3.7) 2.0 4.2 (5.3) 3.0 3.2 (3.2) 
Gingivitis            
    Absence 137 16.0 20.6 (17.7) 4.0 5.1 (3.5) 4.0 5.9 (5.2) 4.0 5.2 (5.8) 3.0 4.3 (5.5) 
    Presence 73 18.0 22.6 (17.7) 5.0 6.0 (4.0) 6.0 6.5 (5.4) 4.0 5.1 (5.8) 3.0 4.9 (5.7) 
Malocclusion            
    Minor/none 131 14.0 19.0 (16.4)a 5.0 5.0 (3.5) 4.0 5.3 (4.8)a 3.0 4.7 (5.4) 2.0 4.1 (5.2) 
    Definitive 31 19.0 20.9 (15.6)a 5.0 6.2 (4.1) 5.0 6.6 (5.8)a 2.0 3.9 (4.0) 4.0 4.0 (4.4) 
    Severe 28 26.5 31.0 (24.3)b 6.0 6.3 (4.5) 8.5 9.1 (6.3)b 6.0 8.1 (8.1) 5.0 7.3 (8.0) 
    Handicapping 20 20.0 22.9 (13.9)a 5.5 5.7 (3.1) 7.0 6.6 (4.4)a 6.5 6.4 (5.2) 2.0 4.1 (4.4) 
 Different superscripts small letters in the same line mean statistical significant differences among domains 
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Table 3. Construct validity rank correlations between PPQ scores and global rating of oral 
health and overall well-being (n=210) 
 
Oral Health Overall Well-being 
 
r
a
 pb r p 
Total scale 0.52 <0.0001 0.57 <0.0001 
Subscales     
    Oral symptoms 0.43 <0.0001 0.55 <0.0001 
    Functional limitations 0.43 <0.0001 0.46 <0.0001 
    Emotional well-being 0.40 <0.0001 0.52 <0.0001 
    Social well-being 0.43 <0.0001 0.39 <0.0001 
    a
  Spearman’s correlation coefficient 
     b
  p-value 
 
Internal Consistency and Test-retest Reliability (Study 1) 
Cronbach’s alpha for the total scale was 0.92 and for the subscales it ranged 
from 0.67 to 0.84. These statistics indicated good internal consistency reliability. 
The test-retest reliability was based on data from 20 parents. The ICC for the 
total scale was 0.95, indicating perfect agreement, while for the subscales ICCs were 0.87 
to 0.91 indicating excellent agreement (Table 4). 
 
Table 4. Internal Consistency Reliability and Test-retest Reliability Statistics 
 Number of items Cronbach’s Alpha  Intraclass Correlation 
Coefficient (95% CI)a 
Total scale 33 0.92 0.95 (0.88-0.98) 
Subscale    
   Oral symptoms 6 0.67 0.89 (0.74-0.95) 
   Functional limitations 8 0.74 0.89 (0.74-0.95) 
   Emotional well-being 8 0.84 0.87 (0.66-0.94) 
   Social well-being 11 0.82 0.91 (0.79-0.96) 
One-way random effect parallel model: a p < 0.001 for all values 
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Comparison Analyses (Study 2)  
Children and preadolescents, on an average, reported worse OHRQoL than their 
parents, as indicated by the mean overall scores of 23.7 versus 17.7 and 21.6 versus 19.4, 
respectively. The parent scores were also lower in all subscales (Table 5).  
 
Table 5. Mean total and subscale PPQ and CPQ
 
scores 
   Parent Child 
  No. of items 
 
Mean (SD) Range 
 
Mean (SD) Range 
Total scale  [0-92] 23 17.7 (12.2)** 0-51 23.7 (19.1) 4-92 
Subscales      
OS [0-16] 4 4.6 (2.6)**** 0-11 6.1 (3.3) 0-16 
FL [0-20] 5 4.0 (3.7) 0-15 4.8 (4.8) 0-20 
EWB [0-20] 5 3.7 (4.0)*** 0-16 5.8 (5.0) 0-20 
CPQ8-10 
n=90 
SWB [0-36] 9 
 
4.5 (4.2)** 0-16 
 
6.9 (8.0) 0-36 
Total scale  [0-124] 31 19.4 (18.3) 0-93 21.6 (19.0) 0-91 
Subscales      
OS [0-24] 6 5.4 (4.1)* 0-23 6.2 (4.1) 0-23 
FL [0-28] 7 5.2 (5.0) 0-26 5.3 (4.9) 0-24 
EWB [0-32] 8 4.9 (6.0)** 0-30 6.2 (6.6) 0-30 
CPQ11-14 
n=120 
SWB [0-40] 10 
 
3.8 (5.7) 0-32 
 
3.9 (5.6) 0-31 
OS, oral symptoms; FL, functional limitations; EW, emotional well-being; SW, social well-being 
Values in square brackets indicate range of possible scores. 
* Differences between mothers and children statistically significant: P<0.05 (paired t-test) 
** Differences between parents and children statistically significant: P<0.01 (paired t-test) 
*** Differences between parents and children statistically significant: P<0.001 (paired t-test) 
**** Differences between parents and children statistically significant: P<0.0001 (paired t-test) 
 
The mean directional differences of –6.7 and –2.1 were statistically significant, 
indicating that there was systematic under-reporting in parents’ assessments for both child 
and preadolescent groups, respectively (Table 6). Furthermore, parents’ reports in all 
domains were systematically different than those of their younger children, except in the 
functional limitation domain. Discrepancies were also found between parental and 
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preadolescents reports on oral symptoms and emotional well-being domains. While the 
magnitude of the directional differences in the parent-child was small; when considering 
parent-preadolescent pairs, it ranged from null to small (Table 6). The distribution of 
directional differences presented in Table 7 also suggests the tendency of parents to under-
report the impact of oral conditions on the QoL of their children.  
 
Table 6. Mean directional between overall and subscale PPQ and CPQ
 
scores and 
correlations between parent and child reports 
Directional differencesa Parent-child correlation   
Mean (SD) pb dc 
 
ICC* 
CPQ8-10 Total scale  [0-92] -6.7 (18.8) <0.01 0.3 0.47 
n=90 Subscales   
 OS [0-16] -1.4 (3.6) <0.0001 0.3 0.43 
 FL [0-20] -0.7 (5.2) NS 0.1 0.42 
 EWB [0-20] -2.1 (5.7) <0.001 0.3 0.35 
 SWB [0-36] 
 
-2.3 (7.7) <0.01 0.2 
 
0.43 
CPQ11-14 Total scale  [0-124] -2.1 (13.6) NS 0.1 0.84 
n=120 Subscales   
 OS [0-24] -0.7 (3.5) <0.05 0.2 0.77 
 FL [0-28] 0.0 (4.5) NS 0.0 0.73 
 EWB [0-32] -1.3 (5.3) <0.01 0.2 0.78 
 SWB [0-40] 
 
-0.1 (4.0) NS 0.0 
 
0.85 
OS, oral symptoms; FL, functional limitations; EW, emotional well-being; SW, social well-being 
a
 Difference between child and mother scores accounting for the direction of differences (indicator of bias) 
b
 p-values obtained from paired t-test 
c
 Standardized difference = mean directional difference/standard deviation of directional differences 
*
 One-way random effect parallel model 
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              Table 7. Distribution of directional differences between total and subscale PPQ and CPQ scores 
  CPQ8-10  CPQ11-14  
 Parent score > 
CPQ score (%) 
Parent score = 
child score (%) 
Parent score < 
child score (%) 
Parent score > 
CPQ score (%) 
Parent score = 
child score (%) 
Parent score < 
child score (%) 
Total scale 31.1 14.5 54.4 38.3 10.8 50.9 
Subscales  
OS 24.4 17.8 57.8 26.6 25.9 47.5 
FL 36.7 18.9 44.4 33.3 29.2 37.5 
EWB 28.9 15.6 55.5 25.9 30.8 43.3 
SWB 34.4 18.9 46.7 33.3 32.6 34.1 
                  OS, oral symptoms; FL, functional limitations; EW, emotional well-being; SW, social well-being 
100
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Correlation Analysis (Study 2)  
The ICC for the overall PPQ and CPQ8-10 was 0.47, indicating moderate 
agreement between parents and child. The agreement was also moderate for all subscales, 
except for emotional well-being, which was fair (ICC=0.35) (Table 6). The ICC for the 
overall PPQ and CPQ11-14 was 0.80, indicating excellent agreement between parents and 
preadolescents. Further, while the agreement was substantial for oral symptoms 
(ICC=0.77), functional limitations (ICC=0.73) and emotional well-being (ICC=0.78), it 
was excellent for social well-being (ICC=0.85) (Table 6). 
 
Scatter plot (Study 2)  
Figures 1 and 2 depict scatter plots, which indicate the extent of disagreement 
between parent and child/preadolescents pairs. Both figures showed that the maximum 
level of disagreement was found at higher impacts on QoL, with smaller differences noted 
for children/preadolescents with lower impacts.  
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Figure 1. Differences between parents and child (A) and preadolescent (B) scores by their 
average score 
A 
B 
Difference = Parent score – Child/Preadolescent score 
Average = (Parent score + Child/Preadolescent score)/2 
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DISCUSSION 
In this study, the Portuguese version of the PPQ was developed, cross-culturally 
adapted and tested for cross-sectional validity and reliability. In pre-testing stage, no 
problems were encountered, since all parents were able to answer all questions in the 
questionnaire. Furthermore, the analysis presented in this study demonstrated that the PPQ 
has good construct validity (Table 3), good internal consistency reliability and excellent 
test-retest reliability (Table 4). These data were consistent with previous findings on 
validity and reliability study among Canadian parents [11]. 
The main rationale for developing a Portuguese version of PPQ is that 
parents/caregivers are intimately involved in the health and health care of their children and 
that the treatment of children’s health problems is as likely to be influenced by parental 
perceptions of a child’s needs as it is by the needs of the child. However, this study 
suggested that parental knowledge of their children’s OHRQoL may be incomplete. Almost 
one-third of the parents gave a DK response to at least one of the 33 questionnaire items and 
one-fifth gave this response to three or more items. Such responses were most frequent with 
respect to the social well-being subscale. This reflects the fact that parents may have limited 
knowledge about their children’s OHRQoL, particularly with respect to activities and 
relationships that exist outside the home [14, 19].  
The PPQ demonstrated remarkable feasibility in that there were no missing data. 
Furthermore, the range of overall and subscale scores showed that the PPQ detected 
substantial variability in parent perceptions of child OHRQoL indicating its substantial 
measurement sensitivity. These results were consistent with previous studies [11, 19]. 
According to literature, QoL means different things to different people and can change over 
time [35, 36] contributing to variations in the meaning of QoL among individuals. 
Discriminant validity testing on oral conditions revealed differences in the 
OHRQoL so that parents of children with greater dental caries experience in primary teeth 
reported higher OHRQoL (Table 2). Such gradients were also observed within the PPQ 
subscales according to the severity of dmft. It was hypothesized that children with more 
severe caries are likely (for example) to have experienced difficulties in chewing, to have 
been worried or  upset about their mouths or to have missed school due to their cumulative 
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disease experience. These results corroborate other studies [37-40]. However, analysis 
within DMFT were not statistically significant, but also provided some evidence to suggest 
that the PPQ
 
scores were associated with the severity of this clinical condition in an 
expected direction (Table 2). Therefore, studies of the relationship between the oral 
conditions and the OHRQoL are subject to criticism, as a result of the conceptual 
distinction between health and disease. Whereas, clinical indicators measure disease, 
OHRQoL indicators concentrate on health and well-being [41, 42]. Consequently, although 
dental caries in permanent dentition is relatively prevalent, in its early stages it may not 
affect the child’s ability to perform daily activities.   
The gradient in mean PPQ scores across the categories of malocclusion severity 
was less clear, whereby those in the ‘Severe’ category had the highest and those in the 
‘Minor/none’ category had the lowest PPQ score, on an average. The same pattern was also 
observed for the functional limitations domain scores. These results were contradictory to 
the literature. While, in this study, malocclusion was considered as much an anatomical 
phenomenon as a social one, previous studies [37, 43, 44] showed the contrary. Therefore, 
it was hypothesized that parents’ responses reflect the truth as they perceive it, which is not 
necessarily identical to their children’s perception of it [12]. Moreover, the lack of a clear 
gradient in mean PPQ scores across the malocclusion severity may be explained by the 
characteristics of the sample in each category. While the majority of children in the 
‘Severe’ category were 8 to 10 yrs-old, those in the ‘Handicapped’ category were 11 to 14 
yrs-old. The present findings reflect that during mixed dentition (8-12-yr-old) children 
experienced many problems related to natural processes, such as exfoliating primary teeth, 
dental eruption, or space due to a non-erupted permanent tooth, which  simultaneously 
affected their QoL and consequently the parental perceptions about child OHRQoL [45, 
46]. 
No clear gradients were observed in mean PPQ scores across the categories of 
fluorosis severity (Table 2). The findings of the present study indicated that the impacts on 
child QoL decreased when fluorosis severity increased from a score of 0 to 2, but increased 
with a score of 3, on average. These findings were similar to those reported by recent 
studies [47-49]. These studies suggested that numerous other conditions influence parents’ 
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perception of children’s teeth as stained [50].  If this is so, not having fluorosis may not 
always mean that the children have no tooth discoloration, which may have an impact on 
the parental perception of child dental appearance and child OHRQoL. Furthermore, the 
perception of what is aesthetically acceptable is subjective and this perception may change 
with time and circumstances [47]. 
Despite the lack of marked difference within-gingivitis groups according to the 
PPQ domains, parents of children with gingivitis, on average, reported higher numerical 
values on child OHRQoL than parents of gingivitis-free children (Table 2). These results 
were consistent with the Gherunpong et al. [43] study, which suggests that gum problems 
affect children’s OHRQoL, particularly in relation to difficulty with cleaning.  
On an average, children and preadolescents rated their QoL as more 
compromised by their oral conditions than their parents/caregivers did (Table 5). The 
standardized directional differences were small and indicated systematic bias in parental 
assessments about younger child OHRQoL (Table 6). These results suggest that parents of 
younger children cannot be used as proxy for assessments in surveys and clinical trials, 
where groups are the unit of analysis. On the other hand, the directional differences 
between parents and preadolescents were small, and when standardized, their magnitude 
ranged from null to small. Systematic difference was observed for oral symptoms and 
emotional well-being subscales (Table 6). These findings were consistent with the Jokovic 
et al. [14] study that found good agreement between parents and preadolescents at the 
group level. Thus, it was hypothesized that parents should be used as proxies for their 
children when the ratings of groups are being used. However, this conclusion needs to be 
qualified, as the clinical significance of the discrepancies between the PPQ and the CPQ11-
14 scores has yet to be determined; at present this is only a possibility.  
At the individual level, the agreement between parents and younger children’s 
overall scores was moderate. The agreement between parent and child scores for the
 
subscales ranged from moderate to fair, with the latter being observed for emotional well-
being domain (Table 6). The lower level of agreement for these domains reflects the fact 
that 8- to 10-year-old children tended to show lower stability in reporting CPQ scores [19, 
49] not just because childhood is a period with immense changes in psychosocial 
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awareness, but because the children’s dental and facial features change rapidly [51]. Further 
research on parents and younger children needs to be conducted in order to determine 
which of their characteristics influence the concordance of parent-child reports. 
The agreement between parents and preadolescents ranged from excellent for 
social domain to substantial for the other domains (Table 6). These relatively high levels of 
agreement indicated that parents may be a suitable proxy when scores for individuals are 
compared. However, when the findings from this study are interpreted, it should always be 
recognized that the concepts measured by the PPQ and the CPQ11-14 are not identical [14, 
52]. The PPQ and CPQ11-14 measure different realities [12]. The existence of these multiple 
truths also suggests that both informants should be used when measuring the well-being 
and QoL of preadolescents with oral disorders at an individual level. Thus, parental and 
preadolescents reports should be seen as complementary. 
The ‘scatter bias’ revealed by the plot suggested that disagreement between 
parent and child/preadolescent tend to increase in magnitude as the child/preadolescent 
QoL becomes increasingly compromised (Figures 1A and 1B). These results were 
consistent with previous studies that suggested that parent-child agreement is influenced by 
the children’s characteristics, such as gender, age, oral condition and severity of oral 
condition [14, 16, 25, 53].  
 
CONCLUSIONS 
In summary, the present study demonstrated that the Portuguese version of PPQ 
had good construct validity, good internal consistency reliability, and excellent test-retest 
reliability. Thus, the inconsistencies found in testing discriminant validity may not be due 
to the psychometric properties of the measures, but due to the fact that parental and child 
questionnaires measure different realities concerning child OHRQoL.  
Some parents may have limited knowledge about their children OHRQoL and 
tend to under-estimate the impacts on child OHRQoL. However, if parents are considered 
to be important participants in the health care of their children, then perceptions should be 
measured irrespective of the extent to which they agree with those of their children.  
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CONCLUSÕES 
 
Os resultados encontrados nas revisões sistemáticas mostraram que: 
 
1. Com a utilização de questionários apropriados, informações válidas e 
consistentes podem ser obtidas das crianças e responsáveis.  
2. A auto-percepção em relação à saúde pela criança é influenciada pelas 
variáveis: idade, gênero, raça, educação, cultura, experiências relacionadas às condições 
orais, oportunidades de tratamento, mudanças durante o período da infância, retraduação de 
questionário e necessidade de tratamento percebida pela criança. 
3. Embora o relato dos pais seja incompleto devido ao desconhecimento sobre 
algumas experiências da criança, informações úteis podem ser obtidas por intermédio 
desses. 
 
 Os resultados encontrados na amostra estudada mostraram que:  
 
1. Ambos os questionários, CPQ8-10 e CPQ11-14, são válidos e confiáveis para 
uso na população de crianças brasileiras, embora a validade discriminativa tenha sido 
esporádica, inconsistente ou inexistente. 
2. Os impactos das condições bucais na qualidade de vida da criança são 
mediados por fatores pessoais, sociais e ambientais. 
3. A versão brasileira do PPQ apresentou boas propriedades psicométricas. 
4. A percepção dos pais nem sempre representa a realidade vivenciada pela 
criança, mas a complementa.  
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APÊNDICE 1 
 
TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO 
Nº do registro no CEP: 021/2006 
 
Título do projeto: “AVALIAÇÃO DA QUALIDADE DE VIDA, SAÚDE BUCAL E 
NÍVEL DE CORTISOL SALIVAR EM CRIANÇAS”. 
 
Pesquisadoras:  
 Taís de Souza Barbosa, aluna do Programa de Pós-Graduação em Odontologia, área 
de concentração em Odontopediatria 
 Profa. Dra. Maria Beatriz Duarte Gavião – Departamento de Odontologia Infantil, 
Área de Odontopediatria 
 
Seu filho(a) está sendo convidado(a) a participar da pesquisa intitulada 
“AVALIAÇÃO DA QUALIDADE DE VIDA, SAÚDE BUCAL E NÍVEL DE 
CORTISOL SALIVAR EM CRIANÇAS”. Se decidir participar, é importante que leia estas 
informações sobre o estudo e o seu papel nesta pesquisa. 
 
1) Justificativa da pesquisa 
 Justifica-se a realização desta pesquisa, pois atualmente se sabe que as condições 
bucais, como cárie, problemas gengivais, dores na face, problemas na posição dos dentes, 
entre outros, influenciam o modo ou a qualidade de vida das pessoas. Portanto, a detecção 
destas alterações pode contribuir com a melhora da qualidade de vida, pois se essas forem 
solucionadas, podem influenciar de modo positivo a vida cotidiana da criança. 
 A criança será avaliada por meio de questionamento aplicado, em seguida por 
exame clínico extra e intrabucal que identificará a presença de alterações bucais e faciais.  
 A qualquer momento ele(a) poderá desistir de participar e retirar seu consentimento. 
A recusa não trará nenhum prejuízo na relação com o pesquisador ou com a instituição. É 
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preciso entender a natureza da participação de seu filho(a) e assinar este Termo de 
Consentimento Livre e Esclarecido (TCLE). 
 
2) Procedimento do estudo 
Após concordar em participar deste estudo, seu filho(a) passará pelos seguintes 
procedimentos: 
 
QUALIDADE DE VIDA  
 Para avaliar a percepção sobre a qualidade de vida as crianças responderão a 
Questionários de Saúde Oral da Criança, um para as crianças com idade entre 8 e 10 anos e 
outro para as crianças com idade entre 11 e 14 anos. As crianças terão liberdade de 
responder as perguntas ou não, serão devidamente instruídas antes do preenchimento e 
esclarecidas quando surgirem dúvidas. 
 
ANAMNESE - pela entrevista com a criança e o responsável, verificando-se: histórico 
médico, histórico dental e hábitos. 
 
EXAME CLÍNICO BUCAL – verificar-se-á as condições dos lábios, gengiva, língua, 
palato, freios labial e lingual e dentes presentes. 
 
EXAME CLÍNICO DENTÁRIO – verificação de número de dentes cariados, perdidos e 
obturados.  
 
EXAME MORFOLÓGICO DA OCLUSÃO – para verificar a posição dos dentes, se estão 
em posição correta ou não, se os dentes inferiores se encaixam corretamente nos superiores. 
 
SINAIS E SINTOMAS DE DISFUNÇÃO TEMPOROMANDIBULAR - serão avaliados 
pelos itens incluídos no questionário RDC que é um questionário que avalia dores e ruídos 
na articulação temporomandibular (perto do ouvido), de ambos os lados, dores nos 
músculos da mastigação, a capacidade da realização de movimentos da mandíbula. 
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3) Riscos e desconfortos 
Não há riscos previsíveis, pois os procedimentos são simples. O questionário será 
respondido pela criança, pela leitura e marcação das respostas, com liberdade de responder 
ou não. Os exames clínicos seguem os passos de rotina odontológica e as normas de 
limpeza e assepsia do ambiente odontológico e do instrumental utilizado seguem as normas 
preconizadas na FOP-UNICAMP, portanto, serão rigorasamente seguidas. 
 
4) Benefícios 
 As avaliações que serão realizadas permitirão o diagnóstico de possíveis alterações 
da cavidade bucal e de seu anexos. O voluntário portador destas alterações receberá 
informações e orientações em relação ao problema e ao tratamento, sendo informado quais 
profissionais estariam indicados. Dentro do campo de atuação da Odontologia, o voluntário 
poderá receber assistência dos pesquisadores, se assim o desejar, com medidas terapêuticas 
que serão instituídas e acompanhadas pela orientadora da presente pesquisa.  
 Garante-se que a participação na pesquisa não acarretará gastos aos voluntários, 
assim como em relação qualquer procedimento clínico para realização de possíveis 
intervenções clínicas.  
 
5) Métodos alternativos 
 Não existem métodos alternativos para a obtenção das informações desejadas. 
 
6) Forma de acompanhamento e assistência 
 O atendimento para a pesquisa será realizado nas próprias escolas em período que 
não interfira no horário escolar. Agendamentos extras serão efetuados por telefone, carta ou 
telegrama. As crianças que necessitarem de tratamento odontológico serão atendidas pelos 
alunos de Pós-Graduação, do Curso de Especialização, estagiários da área e na própria 
Clínica de Odontologia Infantil, do Curso de Graduação, desde que os procedimentos se 
enquadrem no programa estabelecido pela Área de Odontopediatria, respeitando-se 
procedimentos indicados para inclusão de pacientes da Clínica de Graduação . 
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7) Esclarecimentos 
 Você e seu filho(a) receberão respostas a qualquer pergunta ou esclarecimento 
sobre qualquer dúvida à cerca dos procedimentos, riscos, benefícios, empregados neste 
documento e outros assuntos relacionados à pesquisa antes, durante ou após a realização da 
mesma. Também serão dadas informações sobre o diagnóstico das alterações detectadas, o 
prognóstico e o plano de tratamento que será instituído, de acordo com os critérios 
adotados pelas disciplinas do Departamento de Odontologia Infantil da FOP-UNICAMP 
(Odontopediatria) nos voluntários que desejarem ser atendidos pela pesquisadora ou alunos 
de Pós-Graduação, Especialização, que já são formados, ou pelos alunos de Graduação, 
quando indicado. 
 
8) Retirada do consentimento 
 O responsável pela criança tem a liberdade de retirar o consentimento a qualquer 
momento e deixar de participar do estudo, sem qualquer prejuízo ao atendimento 
odontológico a que a criança está sendo ou será submetida, nem represálias de qualquer 
natureza. 
 
9) Sigilo dos dados 
 As informações obtidas da participação neste estudo serão mantidas estritamente 
confidenciais, sendo que os resultados divulgados nunca identificarão a criança. Além dos 
profissionais de saúde que farão as avaliações, agências governamentais locais, O Comitê 
de Ética em Pesquisa da instituição onde o estudo está sendo realizado, podem precisar 
consultar os registros. A criança não será identificada quando o material de seu registro for 
utilizado, seja para propósitos de publicação científica ou educativa. Ao assinar este 
consentimento informado, você autoriza as inspeções nos registros da pesquisa. 
 
10) Despesas 
 O voluntário não terá gastos ou cobranças na participação do estudo, ou para os 
atendimentos odontológicos quando necessários e requisitados. 
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11) Previsão de indenização 
 Não haverá indenização, pois a pesquisa não oferece riscos previsíveis. No entanto, 
os pesquisadores responsáveis se encontram comprometido Conselho Nacional de Saúde na 
observação e cumprimento das normas e diretrizes regulamentadoras da pesquisa em seres 
humanos. 
 
12) Critérios para suspender ou encerrar a pesquisa 
 Não havendo riscos previsíveis a pesquisa só será encerrada quando as informações 
desejadas forem obtidas. 
 
13) Entrega do TCLE 
 O responsável receberá uma cópia deste termo onde consta o telefone e o endereço 
do pesquisador principal, podendo tirar suas dúvidas sobre o projeto e sua participação 
agora ou qualquer momento. Caso você tenha mais perguntas sobre o estudo, por favor faça 
os seguintes contatos: 
 
Dados dos pesquisadores 
Profª. Maria Beatriz Duarte Gavião /  CD Taís de Souza Barbosa 
Av. Limeira 901  -  CEP 13414-903 / Piracicaba – SP 
Tel: (19) 3412 5368 / 3412 5287 / 3412 5200 
E-mail: mbgaviao@fop.unicamp.br 
 
14) Declaração de consentimento 
 Li as informações contidas neste documento antes de assinar este termo de 
consentimento. Declaro que fui informado(a) sobre os métodos, as inconveniências, riscos, 
benefícios e eventos adversos que podem vir a ocorrer em conseqüência os procedimentos. 
 Declaro que tive tempo suficiente para ler e entender as informações acima. Declaro 
também que toda a linguagem técnica utilizada na descrição deste estudo de pesquisa foi 
satisfatoriamente explicada e que recebi respostas para todas as minhas dúvidas. Confirmo 
também que recebi uma cópia deste formulário de consentimento. Compreendo que sou 
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livre para retirar a criança do estudo em qualquer momento, se por minha vontade ou pela 
própria vontade da criança, sem perda de benefícios ou qualquer outra penalidade. 
 Dou meu consentimento de livre e espontânea vontade para o menor sob minha 
responsabilidade, sem reservas para participar como voluntário deste estudo. 
 
------------------------------------------------ 
Nome do responsável (em letra de forma) 
 
--------------------------------                                                           ---------------------- 
Assinatura do responsável                                                                   DATA 
 
--------------------------------                                                            ---------------------- 
Assinatura do pesquisador                                                                   DATA 
 
ATENÇÂO: A sua participação em qualquer outra pesquisa é voluntária. Em caso de 
dúvida quanto aos seus direitos, escreva para o Comitê de Ética em Pesquisa da FOP-
UNICAMP.  
Endereço : AV: Limeira, 901-CEP: 13414-900 / Piracicaba SP 
Tel/Fax-CEP (0xx19) 2106-5349  /   Fax-FOP (0xx19) 2106-5218 
E-mail: cep@fop.unicamp.br  
www.fop.unicamp.br 
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Ficha Nº  Nome Série: Examinador 
Sexo M F   Idade Nascimento _____/_____/_____ Data do Exame _____/_____/_____ Anotador
Endereço Bairro
Escola Período
16 15(55) 14(54) 13(53) 12(52) 11(51) 21(61) 22(62) 23(63) 24(64) 25(65) 26
O V D L M O V D L M O V D L M I V D L M I V D L M I V D L M I V D L M I V D L M I V D L M O V D L M O V D L M O V D L M
46
O V D L M O V D L M O V D L M I V D L M I V D L M I V D L M I V D L M I V D L M I V D L M O V D L M O V D L M O V D L M
Condição Dentária Perm. Dec. 0 Normal Fluorose
Hígido 0 A 1 Questionável
Cariado 1 B        SUMÁRIO - Dente 2 Muito leve
2 C c e o ceo-d tp hig C P O CPO-D TI HIG 3 Leve
Restaurado sem cárie 3 D 4 Moderada
Perdido por cárie 4 E 5 Severa
Perdido por outras razões 5 Maloclusão
Selante, verniz 6 F 5- 0- normal
Apoio de ponte ou coroa 7 G 1- leve
Não erupcionado 8 1- 2- 3- overjet (mm) 2- moder.
Trauma T 0- normal 1- meia cúsp A- anterior
Excluído 9 2- uma cúspide B- posterior 4-
Condição Gengival 1- sangramento (3 ou mais coroas sangrantes)
6-      7-       0 - sem ap
Espaçamento
     
8- 9- interposição labial
durante a deglutição
0- não     1- sim     2- quest.
Observações: 
65
FACULDADE DE ODONTOLOGIA DE PIRACICABA - UNICAMP
Ficha de Avaliação de Saúde Bucal - OMS 1997
________
33(73)
2652 51
  0- não         1- sim
vedamento labial
 0- aus        1- forçado
2- presente
0- ausente 1- (1/3)
  2- (2/3)              3- total
10-
2- dois ou mais segm ap 
0- ausência de sangramento
53
82 7381
64
deglut atípica
8346
16 55 54
85 84
45(85)
Restaurado com cárie
44(84) 3635(75)43(83) 42(82) 41(81) 34(74)31(71) 32(72)
respirador bucal
367571 72 74
mordida aberta ant (mm)2- bilateral
C- ant + post
mordida profunda61 62 63 1 - um segm ap
0- ausente   9- não registrado
Apinhamento
Anomalias dento-faciais
1- unilateral0- ausente
Angle (classe I,II,III) mordida cruzada
A
PÊN
D
IC
E
 2
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APÊNDICE 3 
 
Protocolo para tradução, adaptação cultural e validação de questionário 
 
1. Translation 
    Produce several translations 
    Use qualified translators 
2. Back-translation 
    Produce as many back-translations as translations 
    Use appropriate back-translators 
3. Committee review 
    Constitute a committee to compare source and final versions 
    Membership of the committee should be multidisciplinary 
    Use structured techniques to resolve discrepances 
    Modify instructors or format, modify/reject inappropriate items 
    Ensure that the translation is fully comprehensible 
    Verify cross-cultural equivalence of source and final versions 
4. Pre-testing 
    Check for equivalence in source and final versions using a pre-test technique 
    Either use a probe technique 
    Or submit the source and final versions to bilingual lay people 
5. Weighting of scores 
    Consider adapting the weights of scores to the cultural context 
Adapted from reference (Guillemin, 1993)* 
 
 
 
 
                                                 
*
 
Guillemin F, Bombardier C, Beaton D. Cross-cultural adaptation of health-related quality of life measures: literature review and 
proposed guidelines. J Clin Epidemiol 1993; 46: 1417-32. 
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APÊNDICE 4 
 
QUESTIONÁRIO DE SAÚDE BUCAL INFANTIL  
8-10 anos 
 
Olá, 
Obrigado por nos ajudar com nosso estudo! 
Estamos fazendo este estudo para entender melhor as coisas que 
podem acontecer com as crianças por causa de seus dentes e sua 
boca. 
 
POR FAVOR, LEMBRE-SE: 
☺ Não escreva seu nome no questionário. 
☺ Isto não é uma prova e não existem respostas certas ou erradas. 
☺ Responda o mais honestamente que puder. 
☺ Não converse com ninguém sobre as perguntas enquanto as 
estiver respondendo. 
☺ Ninguém que Você conhece verá suas respostas. 
☺ Leia cada pergunta cuidadosamente e pense sobre as coisas que 
aconteceram com Você nas últimas 4 semanas. 
☺ Antes de responder, pergunte a Você mesmo: “Isto acontece 
comigo por causa dos meus dentes ou da minha boca?” 
☺ Coloque um  X  na caixa () à frente da resposta que for melhor 
para Você.  
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Data de hoje:  ______/______/______  
                Dia Mês       Ano 
 
PRIMEIRO, RESPONDA ALGUMAS PERGUNTAS SOBRE VOCÊ 
 
 
1. Você é um menino ou uma menina? 
 Menino 
 Menina 
 
2. Quando você nasceu? ______/______/______ Idade _________ 
                                           Dia      Mês        Ano 
 
3. Quando você pensa em seus dentes ou boca, você acha que 
eles são: 
 Muito bons 
 Bons 
 Mais ou menos 
 Ruins 
 
4. Quanto seus dentes ou boca lhe incomodam no dia-a-dia? 
 Nem um pouco 
 Só um pouquinho 
 Mais ou menos 
 Muito 
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SINTOMAS ORAIS 
 
5. Você teve dor em seus dentes ou em sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
6. Você teve locais doloridos em sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
7. Você teve dor em seus dentes quando tomou bebidas geladas 
ou comeu alimentos quentes? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
 
AGORA RESPONDA ALGUMAS PERGUNTAS SOBRE O QUE ACONTECEU COM 
SEUS DENTES E SUA BOCA NAS ÚLTIMAS 4 SEMANAS 
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8. Você sentiu alimento grudado em seus dentes? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
 
9. Você teve mau hálito? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
LIMITAÇÕES FUNCIONAIS 
 
10. Você precisou de mais tempo que os outros para comer seus 
alimentos devido aos seus dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
 
 RESPONDA AINDA SOBRE O QUE ACONTECEU NAS ÚLTIMAS 4 SEMANAS 
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11. Você teve dificuldade para morder ou mastigar alimentos 
duros, como maçã, milho verde na espiga ou bife devido aos seus 
dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
12. Você teve dificuldade para comer o que gostaria devido a 
problemas nos seus dentes ou na sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
 
13. Você teve dificuldade para dizer algumas palavras devido a 
problemas aos seus dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
CONTINUE AS RESPOSTAS SOBRE O QUE ACONTECEU COM SEUS DENTES 
E SUA BOCA NAS ÚLTIMAS 4 SEMANAS 
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14. Você teve problemas enquanto dormia devido aos seus 
dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
BEM-ESTAR EMOCIONAL 
 
AGORA RESPONDA ALGUMAS PERGUNTAS SOBRE O QUE ACONTECEU 
COM SEUS SENTIMENTOS NAS ÚLTIMAS 4 SEMANAS 
 
15. Você ficou triste devido aos seus dentes ou sua boca?  
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
16. Você se sentiu aborrecido devido aos seus dentes ou sua 
boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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17. Você ficou tímido devido aos seus dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
18. Você ficou preocupado com o que as outras pessoas pensam 
sobre seus dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
19. Você ficou preocupado porque Você não é tão bonito quanto 
os outros por causa de seus dentes ou sua boca nas últimas 4 
semanas? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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BEM-ESTAR SOCIAL 
 
RESPONDA ALGUMAS PERGUNTAS SOBRE O QUE ACONTECEU NA SUA 
ESCOLA NAS ÚLTIMAS 4 SEMANAS 
 
20. Você faltou à escola devido a problemas nos seus dentes ou 
na sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
21. Você teve dificuldade para fazer sua lição de casa devido a 
problemas com seus dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
22. Você teve dificuldade para prestar atenção na aula devido a 
problemas nos seus dentes ou na sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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23. Você não quis falar ou ler em voz alta na aula devido a 
problemas nos seus dentes ou na sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
RESPONDA ALGUMAS PERGUNTAS SOBRE VOCÊ JUNTO COM OUTRAS PESSOAS 
QUE ACONTECERAM NAS ÚLTIMAS 4 SEMANAS 
 
24. Você não quis sorrir ou rir quando estava com outras 
crianças devido a problemas nos seus dentes ou na sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
25. Você não quis conversar com outras crianças devido aos 
problemas com seus dentes ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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26. Você não quis ficar perto de outras crianças devido aos seus 
dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
 
 
27. Você não quis participar de esportes e ir ao parque devido 
aos seus dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
 
 
28. Outras crianças tiraram sarro de você ou lhe apelidaram 
devido aos seus dentes ou sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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29. Outras crianças fizeram perguntas sobre seus dentes ou 
boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
PRONTO, ACABOU! 
OBRIGADA POR SUA AJUDA 
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APÊNDICE 5 
 
QUESTIONÁRIO DE SAÚDE BUCAL INFANTIL  
11-14 anos 
 
Olá, 
Obrigado por concordar em nos ajudar com nosso estudo! 
Este estudo está sendo feito para que haja maior entendimento sobre os 
problemas que as crianças podem ter por causa de seus dentes, boca, 
lábios e maxilares. Respondendo às perguntas, você nos ajudará a 
aprender mais sobre as experiências dos jovens. 
 
POR FAVOR, LEMBRE-SE: 
☺ Não escreva seu nome no questionário. 
☺ Isto não é uma prova e não existem respostas certas ou erradas. 
☺ Responda o mais honestamente que puder.  
☺ Não converse com ninguém sobre as perguntas enquanto as estiver 
respondendo. Suas respostas são pessoais; ninguém que você 
conhece verá suas respostas. 
☺ Leia cada pergunta cuidadosamente e pense sobre as coisas que 
aconteceram com você nos últimos 3 meses enquanto estiver 
respondendo. 
☺ Antes de responder, pergunte a você mesmo: “Isto acontece comigo 
devido a problemas com meus dentes, lábios, boca ou 
maxilares?” 
☺ Coloque um  X  na caixa () à frente da resposta que for melhor para 
você.  
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Data de hoje: ______/______/______ 
     DIA       MÊS      ANO 
 
 
PRIMEIRO, RESPONDA ALGUMAS PERGUNTAS SOBRE VOCÊ 
 
1. Você é um menino ou uma menina? 
 Menino 
 Menina 
 
2. Quando você nasceu? ______/______/______ 
DIA        MÊS     ANO 
 
3. Você acha que a saúde de seus dentes, lábios, maxilares e 
boca é: 
 Excelente 
 Muito boa 
 Boa 
 Mais ou menos 
 Ruim 
 
4. As condições (boas ou ruins) de seus dentes, lábios ou boca 
atrapalham sua vida no dia a dia? 
 Nem um pouco 
 Só um pouquinho 
 Mais ou menos 
 Muito 
 Muitíssimo 
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SINTOMAS ORAIS 
 
PERGUNTAS SOBRE PROBLEMAS BUCAIS 
 
NOS ÚLTIMOS 3 MESES... 
 
5. Você teve dor em seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
6. Você teve sangramento na gengiva? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
7. Você teve feridas em sua boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
  139 
NOS ÚLTIMOS 3 MESES... 
 
8. Você teve mau hálito? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
9. Você teve alimento grudado dentro ou entre os dentes? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
10. Você teve alimento preso no céu da boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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LIMITAÇÕES FUNCIONAIS 
 
11. Você costuma respirar pela boca (ou ficar de boca aberta) 
devido a problemas nos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
NOS ÚLTIMOS 3 MESES... 
 
12. Você levou mais tempo que os outros para comer uma 
refeição devido aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
13. Você teve problemas enquanto dormia devido aos seus 
dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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14. Você teve dificuldade para morder ou mastigar alimentos 
como maçã, milho verde na espiga ou bife devido aos seus 
dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
NOS ÚLTIMOS 3 MESES... 
 
15. Você teve dificuldade para abrir bastante a boca devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
16. Você teve dificuldade para dizer alguma palavra devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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17. Você teve dificuldade para comer comidas que você gostaria 
de comer devido aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
NOS ÚLTIMOS 3 MESES... 
 
18. Você teve dificuldade para beber com canudinho devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
19. Você teve dificuldade para beber ou comer alimentos 
quentes ou gelados devido aos seus dentes, lábios, maxilares ou 
boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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BEM-ESTAR EMOCIONAL 
 
PERGUNTAS SOBRE SENTIMENTOS 
 
NOS ÚLTIMOS 3 MESES... 
 
20.  Você se sentiu irritado ou frustrado devido aos seus dentes, 
lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
21. Você se sentiu inseguro devido aos seus dentes, lábios, 
maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
22. Você se sentiu tímido ou envergonhado devido aos seus dentes, 
lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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23. Você ficou preocupado com o que os outros pensam sobre 
seus dentes, lábios, boca ou maxilares? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
24. Você se preocupou por não ter tão boa aparência como os 
outros devido aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
25. Você ficou chateado devido aos seus dentes, lábios, 
maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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26. Você se sentiu nervoso ou com medo devido aos seus dentes, 
lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
27.  Você se preocupou por não ser tão saudável quanto os 
outros devido aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
28. Você se preocupou por ser diferente das outras pessoas 
devido aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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BEM-ESTAR SOCIAL 
 
PERGUNTAS SOBRE A ESCOLA 
 
NOS ÚLTIMOS 3 MESES... 
 
29. Você faltou à escola devido à dor de dente, consultas ao 
dentista ou cirurgias? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
30. Você teve dificuldade para prestar atenção na aula devido 
aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
31. Você teve dificuldade para fazer sua lição de casa devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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32. Você não quis falar ou ler em voz alta na aula devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
PERGUNTAS SOBRE SUAS ATIVIDADES NO TEMPO LIVRE E SOBRE 
ESTAR COM OUTRAS PESSOAS 
 
NOS ÚLTIMOS 3 MESES... 
 
33. Você não quis participar de atividades como esportes, clubes, 
teatro, música, viagens escolares devido aos seus dentes, lábios, 
maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
34. Você não quis conversar com outras crianças devido aos seus 
dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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35. Você não quis sorrir ou rir quando estava perto de outras 
crianças devido aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
36. Você teve dificuldade para tocar um instrumento musical 
como flauta ou gaita devido aos seus dentes, lábios, maxilares 
ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
37. Você não quis passar tempo com outras crianças devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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38. Você discutiu com outras crianças ou com sua família devido 
aos seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
NOS ÚLTIMOS 3 MESES... 
 
39. Outras crianças caçoaram (tiraram sarro) de você devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
40. Outras crianças fizeram você se sentir excluído devido aos 
seus dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
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41. Outras crianças fizeram perguntas sobre seus dentes, lábios, 
maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Várias vezes 
 Todos os dias ou quase todos os dias 
 
 
PRONTO, ACABOU! 
 
OBRIGADO POR NOS AJUDAR! 
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APÊNDICE 6 
 
QUESTIONÁRIO DE SAÚDE BUCAL INFANTIL 
Percepção dos pais (6-14 anos) 
 
INSTRUÇÕES AOS PAIS 
1. Esse questionário é sobre os efeitos das condições bucais no bem-
estar e vida diária das crianças e desses efeitos sobre suas famílias. Nós 
estamos interessados em qualquer condição que envolva dentes, lábios, 
boca e maxilares. Por favor, responda cada questão. 
2. Para responder a questão, favor colocar um         na caixa próxima 
à resposta. 
3. Por favor, dê a resposta que melhor descrever a experiência de 
seu filho(a). Se a questão não estiver de acordo com seu filho(a), 
favor responder “Nunca”.  
 
Exemplo: Com que freqüência seu filho(a) teve dificuldade para prestar 
atenção na escola?  
 
Se seu filho(a) teve dificuldade para prestar atenção na escola devido a 
problemas com os dentes, lábios, boca ou maxilares, escolha a resposta 
apropriada. Se aconteceu por outras razões, escolha “Nunca”. 
  Nunca 
  Uma ou duas vezes 
  Algumas vezes 
  Freqüentemente 
  Todos os dias ou quase todos os dias 
  Não sei  
 
4. Por favor, não discuta as questões com seu filho(a), pois estamos 
apenas interessados na opinião dos pais nesse questionário. 
X 
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SEÇÃO 1: Saúde bucal e bem-estar da criança 
 
1. Como você classificaria a saúde dos dentes, lábios, maxilares 
e boca de seu filho(a)? 
 Excelente 
 Muito boa   
 Boa 
 Regular 
 Ruim 
 
2. Quanto o bem-estar geral de seu filho(a) é afetado pela 
condição de seus dentes, lábios, maxilares ou boca? 
 Nenhum pouco 
 Muito pouco 
 Um pouco 
 Muito 
 Bastante 
 
SINTOMAS ORAIS 
 
 
 
 
 
 SEÇÃO 2: As questões a seguir são sobre sintomas e desconfortos que 
as crianças podem sentir devido às condições de seus dentes, lábios, 
boca e maxilares 
Durante os últimos 3 meses, com que freqüência: 
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3. Seu filho(a) teve dor nos dentes, lábios, maxilares ou boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
4. Seu filho(a) teve sangramentos na gengiva? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
5. Seu filho(a) teve machucados na boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
6. Seu filho(a) teve mau hálito? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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7. Comida presa no céu da boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
8. Seu filho(a) teve alimento preso dentro ou entre os dentes? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
LIMITAÇÕES FUNCIONAIS 
 
 
9. Seu filho(a) teve dificuldade de morder ou mastigar comidas 
como maçã, espiga de milho ou carne dura? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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10. Seu filho(a) respirou pela boca? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
11. Seu filho(a) teve problemas durante o sono? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
12. Seu filho(a) teve dificuldade para dizer alguma palavra? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
Durante os últimos 3 meses, devido aos dentes, lábios, boca ou 
maxilares, com que freqüência: 
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13. Seu filho(a) demorou mais que os outros para comer uma 
refeição? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
14. Seu filho(a) teve dificuldade para beber ou comer alimentos 
quentes ou frios? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
15. Seu filho(a) teve dificuldade para comer alimentos que 
ele/ela gostaria? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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16. Seu filho(a) teve uma dieta restrita a certos tipos de 
alimentos (ex. alimentos moles)? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
BEM-ESTAR EMOCIONAL 
 
 
 
 
 
 
17. Seu filho(a) se sente perturbado(a)? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
SEÇÃO 3: As questões a seguir perguntam sobre os efeitos que a 
condição dos dentes, lábios, boca e maxilares de seu filho(a) podem 
ter no sentimento e nas atividades diárias deles 
 Durante os últimos 3 meses,  devido aos dentes, lábios, 
boca ou maxilares, com que freqüência: 
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18. Seu filho(a) se sente irritado(a) ou frustrado(a)? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
19. Seu filho(a) se sente ansioso ou com medo? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
 
 
 
 
20. Seu filho(a) faltou à escola (ex. dor, consultas, cirurgias)? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 Durante os últimos 3 meses,  devido aos dentes, lábios, 
boca ou maxilares, com que freqüência: 
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21. Seu filho(a) teve dificuldade para prestar atenção na escola? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
22. Seu filho(a) não quis falar ou ler em voz alta na classe? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
23. Seu filho(a) não quis falar com outras crianças? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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24. Seu filho(a) evitou sorrir ou rir quando estava perto de 
outras crianças?   
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
BEM-ESTAR SOCIAL 
 
 
 
 
 
 
25. Seu filho(a) se preocupou que ele/ela não é tão saudável 
quanto outras pessoas? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
 
 
 
 
 
  Durante os últimos 3 meses,  devido aos dentes, lábios, 
boca ou maxilares, com que freqüência: 
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26. Seu filho(a) se preocupou que ele/ela é diferente das outras 
pessoas? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
27. Seu filho(a) se preocupou que ele/ela não é tão bonito(a) 
quanto outras pessoas? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
28. Seu filho (a) agiu timidamente ou com vergonha? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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29. Seu filho(a) foi provocado(a) ou apelidado(a) por outras 
crianças? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
30. Seu filho(a) foi excluído(a) por outras crianças? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
31. Seu filho(a) não quis ou não conseguiu passar um tempo 
com outras crianças? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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32. Seu filho(a) não quis ou não conseguiu de participar de 
atividades como esporte, grupos de atividades, teatro, música, 
viagens de escola? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
33. Seu filho(a) se preocupou que ele/ela tem menos amigos? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
 
 
34. Seu filho(a) se sentiu preocupado(a) com o que outras 
pessoas pensam sobre os dentes, lábios, boca ou maxilares? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
Durante os últimos 3 meses,  com que freqüência: 
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35. Seu filho(a) foi questionado por outras crianças sobre os 
dentes, lábios, boca ou maxilares? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
ESCALA DE IMPACTO FAMILIAR 
 
 
 
 
 
 
36. Você ou outro membro da família se sentiu perturbado? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
    SEÇÃO 4: As questões seguintes perguntam sobre efeitos que a 
condição bucal de seu filho(a) pode ter nos PAIS OU OUTROS 
MEMBROS FAMILIARES 
Durante os últimos 3 meses, devido aos dentes, lábio, 
boca ou maxilares de seu filho(a), com que freqüência:  
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37. Você ou outro membro da família teve o sono interrompido? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
38. Você ou outro membro da família se sentiu culpado? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
39. Você ou outro membro da família precisou de dispensa do 
trabalho (ex. dor, consultas, cirurgia)? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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40. Você ou outro membro da família teve menos tempo para si 
mesmo ou para família? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
41. Você ou outro membro da família se preocupou que seu 
filho(a) terá menos oportunidades na vida (ex. para namorar, 
casar, ter filhos, arrumar emprego)? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
42. Você ou outro membro da família se sentiu desconfortável 
em lugares públicos (ex. lojas, restaurantes) com seu filho(a)? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
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43. Seu filho(a) ficou com ciúmes de você ou de outros membros 
da família? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
44. Seu filho(a) culpou você ou outra pessoa da família? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
45. Seu filho(a) discutiu com você ou outros da família? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 Durante os últimos 3 meses, devido aos dentes, lábio, 
boca ou maxilares, com que freqüência: 
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46. Seu filho(a) pediu mais sua atenção ou de outros da família? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
 
 
 
47. Interferiu nas atividades da família em casa ou em outro 
lugar? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
48. Causou discordância ou conflito na sua família? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
Durante os últimos 3 meses, com que freqüência a condição 
dos dentes, lábios, boca ou maxilares de seu filho(a): 
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49. Causou dificuldades financeiras para sua família? 
 Nunca 
 Uma ou duas vezes 
 Algumas vezes 
 Freqüentemente 
 Todos os dias ou quase todos os dias  
 Não sei 
 
 
 
 
a. Seu filho(a) é: 
 MENINO  
 MENINA 
 
b. Seu filho(a) tem: ______ANOS 
 
Questionário preenchido por: 
 MÃE 
 PAI 
 OUTRO _________________ 
 
Data do preenchimento: _______ / _______ / _______ 
                                      DIA             MÊS     ANO 
 
 
 
 SEÇÃO 5: Gênero e idade da criança 
 
Nome da criança: _______________________________ Série: _______ 
Escola: ______________________________ 
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ANEXO 1 
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ANEXO 2 
 
 
Decision Letter (IDH-07-RA-0017.R1) 
From: Marjolijn.Hovius@inholland.acta.nl 
To: mbgaviao@fop.unicamp.br 
Cc: 
 
Subject: International Journal of Dental Hygiene - Decision on Manuscript ID IDH-07-RA-0017.R1 
Body: 24-Sep-2007  
 
Dear Prof. Gavião:  
 
It is a pleasure to accept your manuscript entitled "Oral health-related quality of life in 
children - Part I: How well do children know themselves? A systematic review" in its 
current form for publication in the International Journal of Dental Hygiene. The 
comments of the reviewer(s) who reviewed your manuscript are included at the foot of 
this letter.  
 
Thank you for your fine contribution. On behalf of the Editors of the International 
Journal of Dental Hygiene, we look forward to your continued contributions to the 
Journal.  
 
Sincerely,  
Ms. Marjolijn Hovius  
Editor-in-Chief, International Journal of Dental Hygiene  
Marjolijn.Hovius@inholland.acta.nl  
  
Date 
Sent: 
24-Sep-2007  
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ANEXO 3 
 
 
Decision Letter (IDH-07-RA-0018.R3) 
From: Marjolijn.Hovius@inholland.acta.nl 
To: mbgaviao@fop.unicamp.br 
Cc: 
 
Subject: International Journal of Dental Hygiene - Decision on Manuscript ID IDH-07-RA-0018.R3 
Body: 27-Nov-2007  
 
Dear Prof. Gavião:  
 
It is a pleasure to accept your manuscript entitled "Oral health-related quality of life in 
children - Part II: Effects of clinical oral health status. A systematic review" in its 
current form for publication in the International Journal of Dental Hygiene. The 
comments of the reviewer(s) who reviewed your manuscript are included at the foot of 
this letter.  
 
Thank you for your fine contribution. On behalf of the Editors of the International 
Journal of Dental Hygiene, we look forward to your continued contributions to the 
Journal.  
 
Sincerely,  
Ms. Marjolijn Hovius  
Editor-in-Chief, International Journal of Dental Hygiene  
Marjolijn.Hovius@inholland.acta.nl  
  
Date 
Sent: 
27-Nov-2007  
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ANEXO 4 
 
 
Decision Letter (IDH-07-RA-0019.R1) 
From: Marjolijn.Hovius@inholland.acta.nl 
To: mbgaviao@fop.unicamp.br 
Cc: 
 
Subject: International Journal of Dental Hygiene - Decision on Manuscript ID IDH-07-RA-0019.R1 
Body: 26-Aug-2007  
 
Dear Prof. Gavião:  
 
It is a pleasure to accept your manuscript entitled "Oral health-related quality of life in 
children - Part III: Is there agreement between parents in rating their children’s oral 
health-related quality of life? A systematic review" in its current form for publication in 
the International Journal of Dental Hygiene. The comments of the reviewer(s) who 
reviewed your manuscript are included at the foot of this letter.  
 
Thank you for your fine contribution. On behalf of the Editors of the International 
Journal of Dental Hygiene, we look forward to your continued contributions to the 
Journal.  
 
Sincerely,  
Ms. Marjolijn Hovius  
Editor-in-Chief, International Journal of Dental Hygiene  
Marjolijn.Hovius@inholland.acta.nl   
Date 
Sent: 
26-Aug-2007  
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